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CHAPTER 1. OVERVIEW
OVERVIEW OF STUDY

In September 2001, the Centers for Medicare & Medicaid Services (CMS) funded a two-
year study to examine barriers to enrollment of American Indians and Alaska Natives (AI/ANs)
in Medicaid, State Children’s Health Insurance Programs (SCHIP), and Medicare (including the
Medicare Savings Programs),” and to identify strategies that may be effective in encouraging and
facilitating AI/AN enrollment in these programs. The primary objectives of the project —
conducted jointly by BearingPoint, Project HOPE’s Center for Health Affairs,” and Social and
Scientific Systems, with assistance from six American Indian consultants and a nine-member
Technical Expert Panel (TEP)* — were to:

1. Estimate eligibility for, and enrollment of, AI/ANs in the Medicaid, SCHIP, and
Medicare programs in 15 selected States; and

2. Conduct in-depth case studies in 10 of the 15 States to identify both barriers to
enrollment and effective strategies for addressing these barriers in order to increase
program enrollment among AI/ANss.

For the case study component of the project, site visits were conducted in 10 States:
Alaska, Arizona, Michigan, Minnesota, Montana, North Dakota, Oklahoma, South Dakota, Utah,
and Washington. In each State, interviews were conducted with Tribal leaders, Tribal health
directors, Indian Health Service (IHS) Area and Service Unit staff, State Medicaid and SCHIP
officials, Urban Indian Health Center staff, State/County eligibility and outreach workers, and
other organizations and individuals knowledgeable about AI/AN health care and access issues.’
Draft individual case study reports were prepared for each State following the site visits and
follow-up telephone interviews. These draft individual case studies were circulated to key
contacts in each Tribe, State Medicaid and SCHIP office, Urban Indian Health Clinic, and other
organizations that participated in interviews for review and comment. Comments, including
corrections and additions, from interviewees in each State were incorporated into the draft State
case studies, which were then sent to CMS for review and comments. The CMS project officer
circulated the draft case study reports to additional reviewers within CMS and IHS. This final
report contains the Individual Case Studies for the 10 States that reflect input and comments
received from all reviewers.

? The Medicare Savings Programs are Federally-mandated programs in which State Medicaid programs must pay
some or all of Medicare’s premiums, and may also pay Medicare deductibles and coinsurance, for people who have
Medicare and limited income and resources. The programs include the Qualified Medicare Beneficiary (QMB), the
Specified Low-Income Medicare Beneficiary (SLMB), the Qualifying Individuals-1 (QI-1), and the Qualified
Disabled and Working Individuals (QDWIs) programs. Medicare Savings Programs enrollees, together with
Medicare beneficiaries who receive their State’s full Medicaid benefits, are often referred to as “dual eligibles.”

? Kathryn Langwell, Project Director, was with Project HOPE when the contract began but is now employed at
Westat, Inc.

* Appendix I.A lists Technical Panel members and project consultants who contributed to the study.

> Appendix I.B lists Tribes, Tribal organizations, Urban Indian Health Clinics, and other organizations interviewed
in each of the 10 States. Appendix I.C includes a copy of the Interview Guide used for all interviews in the 10
States.
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In addition to the final report on Individual Case Studies for Ten States, the project team
prepared a Summary Case Study Report that synthesizes and analyzes the information presented
in the Individual Case Studies for Ten States, a Data Analysis Report that presents findings from
the data compilation and analysis of eligibility and enrollment of AI/ANs in Medicaid, SCHIP,
and Medicare, and a Final Report on AI/AN Eligibility and Enrollment in Medicaid, SCHIP, and
Medicare.

RESEARCH QUESTIONS AND METHODS

The case study component of the project was designed to obtain information on barriers
to AI/AN enrollment in Medicaid, SCHIP, and Medicare and, to the extent possible, to assess the
relative importance of each enrollment barrier as indicated by those interviewed during the site
visits. An additional goal of the case studies was to solicit suggestions for potential strategies that
might be effective in reducing barriers and increasing AI/AN program enrollment. In particular,
a comparative case study approach was designed and conducted to address several questions of
interest for this study:

e What are the most significant barriers to AI/AN enrollment in each of the public
insurance programs?

e How prevalent are the main barriers and how can they best be classified in a way that will
help CMS and others to develop initiatives to address them?

e Do barriers differ in important ways by program? Are these differences due to
programmatic idiosyncrasies, to differences in historical outreach to AI/ANs among the
programs, or to differences in eligible populations (e.g., elderly versus working families)?

e How do barriers differ across Tribes and among urban, rural, and perimeter areas?

e Are some barriers to enrollment unique to AI/ANs and, as such, may require
development of new, specifically targeted outreach strategies?

e Are there ways to reduce identified barriers to increase AI/AN enrollment in these
programs? Which entities (Tribes, IHS, States, Federal government) might be best placed
to initiate and carry out suggested strategies?

Across the 10 States, information from key informants was gathered in a highly
structured method across multiple sites in each State through in-person and follow-up telephone
interviews. The project team used the same discussion guide in each State to ensure that each
State case study collected common information and that all important project research questions
were addressed in the interviews. The individual State case studies were systematically
constructed by summarizing each State’s interview notes within a project team-developed
descriptive framework to organize a case study; the team then identified program barriers and
suggested strategies by classifying each into project team-standardized categories, for each State.

For each of the 10 States selected for the case study component of the project, site visits
were conducted to:

I-2



o Two Tribes or AI/AN Reservations, to meet with Tribal leaders, Tribal health staff, IHS
staff, and other local community members knowledgeable about program enrollment
issues and processes (e.g., Title VI directors and Senior program directors).’

e An Urban Indian Health Clinic.’

o State Medicaid, SCHIP, and other State Offices, such as State Health Insurance and
Assistance Programs (SHIPs) and Elder Affairs Offices, with knowledge of AI/AN issues
relevant to enrollment.

Additional appropriate organizations were interviewed when travel arrangements
permitted and/or they were interviewed by follow-up telephone contacts (e.g., IHS Area Offices,
Indian Health Boards representing multiple Tribes, CMS Regional Office staff, AI/AN referral
hospitals, AI/AN epidemiology centers, and AI/AN elder housing facilities). For several site
visits, County or State Medicaid and SCHIP eligibility workers were included in group
interviews.

In total, more than 300 people participated in interviews conducted in the 10 States,
including staff from State Medicaid, SCHIP, and Tribal liaison agencies, 22 Federally
Recognized AI/AN Tribes or organizations, 9 Urban Indian Health Clinics, and 10 other
organizations involved in AI/AN health and public program enrollment.

KEY FINDINGS

Interviewees identified a number of issues unique to AI/ANs that serve as barriers to
enrollment in Medicaid, SCHIP, and Medicare. These include the relationship between the
Federal government and Federally Recognized Tribes that may include Federal provision of
health care and other services to members of these Tribes, and Tribal sovereignty issues that
affects Federal-Tribal-State government-to-government relationships. The historical experiences
of Tribes with Federal and State governments appear to have resulted in a degree of mistrust that
affects the willingness of some AI/ANs to apply for enrollment in Federal- and State-sponsored
health programs. Additionally, in many cases Tribal leaders and Tribal members perceive that
the Federal Trust Responsibility to provide health care to the Tribes means that Tribal members
should not need to apply for assistance through Medicaid, SCHIP, or Medicare. Many
interviewees also stated that the fact that IHS services are available for routine primary and
preventive care and some degree of specialty care for serious illnesses causes some AI/ANs to
question the need to enroll in public programs. However, the IHS operates on an annual budget
that has been set at levels that are insufficient to provide adequate services to meet the needs of
the AI/AN population. Contract Health Services — services that cannot be provided and must be
referred out to private providers — are particularly a problem for IHS- and Tribally managed
health facilities to provide. The available funds for Contract Health Services is often depleted
well before the end of the fiscal year and, as a result, AI/AN people may not receive these
services at all or may face long delays in obtaining care unless their condition is immediately

® While the goal was to visit two Tribes/Reservations per State, some variation existed among States. This variation
was due either to unique circumstances in the State (e.g., Alaska’s large geographic area and many small Native
villages) or to recommendations from Technical Expert Panel members who felt that the study would benefit from
extending the site visit to include several Tribes/Reservations in specific States.

7 North Dakota does not have an Urban Indian Health Clinic.
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life-threatening. A number of interviewees suggested that Tribal leaders and Tribal members
frequently are not aware of how increased public program enrollment might benefit the entire
Tribe by providing additional third-party Medicare, Medicaid, and SCHIP revenues to IHS- and
Tribally managed health facilities, thus making more services available to all Tribal members.

In addition to these barriers that are unique to AI/AN populations, other barriers were
identified during interviews, including: lack of awareness about the existence of the programs
(particularly SCHIP and the Medicare Savings Programs); limited knowledge of benefits and
eligibility criteria for all of the programs; transportation barriers; language and literacy barriers;
complexity of application and redetermination processes; and cultural barriers. Because a high
proportion of AI/ANs resides in rural areas on Reservations with high poverty rates and low
educational levels, these barriers may be significant deterrents to enrollment.

This study was not able to quantify the magnitude of the impact of specific barriers on
enrollment rates. As a result, it is only possible to speculate which barriers are likely to have a
significant impact on enrollment. The concentration of the AI/AN population in rural areas does
suggest that transportation barriers may be substantial given long travel distances, lack of reliable
personal transportation, limited access to public transportation to reach County or State
eligibility offices, and the poor conditions of Reservation roads. In addition, outreach, education,
and enrollment assistance has been found to be a much greater challenge in remote areas that
require outreach/enrollment workers to travel long distances to reach clients and where
televisions, radio stations, and newspapers are less available than in urban areas. The large
number of different languages spoken by AI/ANs may also be a greater barrier to providing
appropriate outreach and education. Many AI/AN languages are spoken languages only,
requiring the use of non-written communication modes such as television, radio, and videotapes
to effectively reach some people.

Strategies suggested by interviewees to reduce barriers to enrollment and to facilitate
higher rates of AI/AN enrollment in Medicaid, SCHIP, and Medicare were strongly focused on
increasing culturally-appropriate outreach and education materials and activities, and providing
one-to-one assistance with application and redetermination processes. For the most part, these
suggestions were coupled with interviewee recommendations that funding for outreach,
education, and enrollment assistance activities be given directly to Tribes or to Urban Indian
Health Clinics to design and implement such strategies.

A number of interviewees suggested that the Federal government provide funding to
Tribes and Urban Indian Health Clinics to develop and implement locally-directed and AI/AN-
specific outreach and enrollment assistance programs, either directly or through a requirement
that States provide a share of Medicaid and SCHIP administrative match funds to Tribes and
urban clinics. Some interviewees suggested that the Federal government establish a Tribal
Medicaid option that would permit Tribes to manage their own Medicaid programs and
determine eligibility for Tribal members.® Several interviewees from Tribal, State, and Urban

¥ A logical extension of this suggestion would be to extend the 100 percent Federal medical assistance percentage
(FMAP) match to States for Medicaid services provided to eligible AI/ANs at Urban Indian Health Clinics. This
option has been suggested by national AI/AN organizations, which would allow health care funds to “follow” an
individual, irrespective of her location (on-Reservation or off-Reservation) and irrespective of provider (IHS facility,
Tribally managed facility, or Urban Indian Health Clinic).
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Indian Health Clinics also suggested that developing processes to improve Federal-Tribal-State
government-to-government relationships would be useful for reducing barriers and facilitating
enrollment in these programs.

Many interviewees recommended that the States and/or Federal government provide
improved training to Tribal, IHS, and Urban Indian Health Clinic staff on Medicaid, SCHIP, and
Medicare benefits, eligibility requirements, and application processes as these are often the
“front-line” staff that can best provide the one-to-one assistance needed. In addition, many
interviewees suggested that simplifying the application process and making redetermination less
frequent would be useful strategies. A number of interviewees also suggested that State/County
eligibility workers — and Federal employees who work with Medicare, Social Security, and
Social Security Disability Income application processes — be given more training on program and
eligibility determination issues and on AI/AN history and legal issues that affect eligibility
determination. Increased cultural awareness training for State/County eligibility workers was
also suggested by some interviewees.

LIMITATIONS OF THE STUDY AND FEASIBILITY ISSUES

Limitations of this study may affect the validity of the findings and the extent to which
they can be generalized to all AI/AN populations in the same or different States. These include:

e Individual interviewees expressed their views and perceptions, based on their own
experiences and situations. The project team did not conduct an independent validation of
these views and perceptions and, therefore, the interview findings may be based on
inaccurate information and/or limited experiences that may not be generalizable.

e Information was obtained in only 10 States and, while these States have large AI/AN
populations, the findings may not be generalizable to other States that may have different
characteristics and AI/AN populations.

e Detailed information was obtained from only 22 Federally Recognized AI/AN entities or
organizations across the 10 States, which does not encompass all Tribes in these States.”
Thus, although the findings may reflect the characteristics and experiences of the
Tribes/Reservations interviewed, they may not necessarily extend to other Tribes with
different cultures, histories, and experiences that were not interviewed.

o At the time the site visits for this project were conducted, many States were experiencing
budget shortfalls that were causing State governments to consider or institute cutbacks in
Medicaid and SCHIP program benefits and/or outreach funds. The changes that were
being contemplated may have affected the perceptions of Tribal and State interviewees
about barriers to enrollment in these programs and strategies to increase AI/AN
enrollment. The study findings might well be different if the site visits had been
conducted during a period of economic expansion and State budget surpluses.

? Additional information was obtained from a larger number of Tribes through meetings with Indian Health Boards
and input from TEP members and project consultants. This information, however, was more general and less
detailed in nature than that obtained through visits or follow-up telephone interviews with individual Tribes.
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However, the extensive number of individuals who participated in the interviews
conducted in the 10 States (more than 300 individuals), and the comprehensive review process
for the individual State case study reports undertaken for this project, suggest that this study can
provide a basis for developing and testing strategies that may be successful in reducing barriers
to AI/AN enrollment in Medicaid, SCHIP, and Medicare.

The specific strategies that have been suggested by participants in this study are wide-
ranging, from relatively narrow, targeted strategies (e.g., provide more training on program
eligibility criteria to State/County eligibility workers) to strategies that would require substantial
changes in Federal and State policy (e.g., develop a Tribal Medicaid option). The feasibility of
specific strategies has not been assessed in this study. However, it would be necessary to
consider feasibility in considering and choosing specific strategies that might be implemented.
The most important feasibility considerations are: 1) the cost of the strategy, if extended to all
AI/AN populations; and 2) the political issues that would need to be addressed to implement the
strategy.

With current Federal, State, and Tribal budget constraints, some strategies might require
more resources relative to the benefits obtained than are considered reasonable. Similarly,
strategies that would require Congress to act before they could be implemented and/or that would
require negotiations between the Federal government, States, and Tribes (such as a Tribal
Medicaid option) could take many years to develop and implement. These considerations should
be assessed in order to determine whether the strategies identified in this study might be
developed and implemented to reduce barriers and increase AI/AN enrollment in the Medicaid,
SCHIP, and Medicare programs. Additionally, alternative ways to fund these strategies could be
pursued. For example, CMS might consider using Department of Health and Human Services’
education and outreach-targeted funds for reducing health care disparities among racial and
ethnic minority populations to fund oral translation of educational materials into Native
American languages, which are primarily spoken rather than written. Furthermore, ways to
reduce strategy development and implementation costs could also be pursued. For example,
CMS might consider using existing initiatives involving Tribal colleges and universities to help
develop culturally-appropriate educational materials, at lower cost than might be obtainable
through marketing firms.
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APPENDIX I.A: TECHNICAL EXPERT PANEL MEMBERS AND PROJECT

CONSULTANTS

Technical Expert Panel (TEP) Members

Name Organization State
Jim Crouch California Rural Indian Health Board California
Mim Dixon Mim Dixon & Associates Colorado
Pamela Iron National Indian Women’s Health Resource Center Oklahoma
Division of American Indian and Alaska Native Programs,
Spero Manson University of Colorado Health Sciences Center Colorado

Beverly Russell National Council of Urban Indian Health Washington, DC
National Association of State Medicaid Directors Tribal

Nancy Weller Work Group; Alaska Dept. of Health and Social Services Alaska

Laura Williams Association of American Indian Physicians California

Jonathan Windy Boy | Montana/Wyoming Tribal Leaders Council Montana
Native American Program Coordinator, Arizona Health Care

Julia Ysaguirre Cost Containment System/KidsCare Arizona

Project Consultants
Name Organization State

Rebecca Baca

Elder Voices

New Mexico

National Indian Project Center (formerly with the National

David Baldridge Indian Council on Aging) New Mexico
Ralph Forquera Seattle Indian Health Board Washington

Carole Anne Heart Aberdeen Area Tribal Chairmen’s Health Board South Dakota
Jo Ann Kauffman Kauffman & Associates Washington

Frank Ryan 1&M Technologies Maryland
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APPENDIX I.B: TRIBES, URBAN INDIAN HEALTH CLINICS, AND OTHER
ORGANIZATIONS INTERVIEWED

Alaska

Alaska Native Health Board

Alaska Native Medical Center

Alaska Native Tribal Health Consortium

Alaska Native Tribal Health Directors

Denali Kid Care

Kasigluk Health Clinic

Southcentral Foundation

State of Alaska, Department of Administration, Division of Senior Services

State of Alaska, Division of Medical Assistance (Medicaid and SCHIP), State Federal and Tribal
Relations

Yukon Delta Regional Hospital

Yukon-Kuskokwim Health Corporation

Arizona

Inter Tribal Council of Arizona

Navajo Area IHS (Area Office and Chinle, Fort Defiance, Kayenta, Tuba City, and Winslow
Service Units)

Navajo Nation Division of Health

Navajo State Health Insurance Assistance Program

Phoenix Indian Medical Center

State of Arizona, Arizona Health Care Cost Containment System (AHCCCS)/KidsCare
(Medicaid and SCHIP)

Tucson IHS Area (Area Office and San Xavier Health Center, Sells Hospital, and Pascua Yaqui
Health Program)

Tucson Indian Center

Michigan

American Indian Health & Family Services of South East Michigan
Covering Michigan’s Kids (Robert Wood Johnson Pilot Program)

Grand Traverse Band of Ottawa/Chippewa

Inter-Tribal Council of Michigan

Sault Ste. Marie Health & Human Services

State of Michigan, Department of Community Health (Medicaid and SCHIP)
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Minnesota

Bemidji [HS Area Office

Elder’s Advocate, Leech Lake Elders Division

Elders Lodge, St. Paul

Fond du Lac Band of Ojibwe

Great Lakes Inter-Tribal Epidemiological Center

Hennepin County Medical Center

Mille Lacs Band of Ojibwe

Minneapolis Indian Health Board

Senior Linkage Line and Health Insurance Counseling, Metropolitan Area Agency on Aging
State of Minnesota, Board on Aging Indian Elder Desk; Wisdom Steps Coordinator
State of Minnesota, Department of Human Services (Medicaid and SCHIP)

Montana

Billings IHS Area Office

Chippewa-Cree Tribe of the Rocky Boy’s Reservation

Crow Reservation

Fort Belknap Reservation

Great Falls Indian Family Health Clinic

Indian Health Board of Billings

Montana/Wyoming Tribal Leaders Council

State of Montana, CHIP Office (SCHIP)

State of Montana, Human and County Services Division (Medicaid)

North Dakota

Family Health Care Center

North Dakota Indian Affairs Commission

Northland Health Care Alliance

State of North Dakota, Department of Human Services (Medicaid)
State of North Dakota, Healthy Steps (SCHIP)

State of North Dakota, several County Social Services Directors
Trenton Indian Service Area

Turtle Mountain Reservation
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Oklahoma

Cherokee Nation

Chickasaw Nation Carl Albert Indian Hospital

Choctaw Nation Health Service Authority

Citizen Potawatomi Nation Health Center

Covering Kids, Oklahoma (Robert Wood Johnson Pilot Program)
Indian Health Care Resource Center of Tulsa

Lawton Area Health Board

Lawton IHS Service Unit

Oklahoma Health Care Authority (Medicaid and SCHIP)
Tahlequah IHS Service Unit

South Dakota

Crow Creek Reservation

Native Women’s Health Center

Rosebud Sioux Reservation

Sioux San Indian Health Service Hospital

South Dakota Urban Indian Health, Inc.

State of South Dakota, Department of Social Services (Medicaid and SCHIP)
State of South Dakota, Eligibility Office

Utah

Fort Duchesne IHS Service Unit

State of Utah, Department of Health (Medicaid and SCHIP)
Utah Indian Health Board

Utah Indian Walk-In Center

Uintah-Ouray Reservation

Washington

CMS Regional Office X

Covering Washington’s Kids (Robert Wood Johnson Pilot Program)

Lummi Nation

Seattle Indian Health Board

State of Washington, Department of Social and Health Services (Medicaid and SCHIP)
Yakama Nation

Yakama PHS Indian Health Center
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APPENDIX I.C: INTERVIEW GUIDE

Issues for Site Visit Interviews

1.

10.

Are there AI/AN people here who are eligible for enrollment in Medicare, Medicaid,
or SCHIP who are not enrolled?

a. Is under-enrollment in Medicare a serious problem?

b Is under-enrollment in Medicaid a serious problem?

C. Is under-enrollment in SCHIP a serious problem?

d Is under-enrollment of people who are QMBY/SLMBY-eligible a serious
problem?

Do you think that most people who are eligible know about the programs?

What are reasons that people might not want to enroll in Medicare, Medicaid, or
SCHIP?

Are there ways that information about the programs could be provided that would be
more helpful to people who may be eligible?

Do you know people who have tried to enroll in Medicare, Medicaid, or SCHIP who
have had problems? What types of problems do most people have?

Are there people who have difficulties with re-enrollment/verification processes?
What types of problems do people have?

Are there any special programs or assistance here to help people enroll in Medicare,
Medicaid, and SCHIP?

a. Outreach/education about the programs?

b. Help with paperwork for enrollment?

c. Legal assistance?

d. Transportation/child care assistance?

e. Benefits counselors or CHRs who help people enroll?
f. Other programs?

g. Who runs these programs?

How long have these programs or special assistance been operating? Do you think
they’ve been effective in increasing enrollment?

Does your State help people to enroll in Medicaid or SCHIP?

What do you think should be done to help more people who are eligible to enroll in
these programs?

I-12



I-13



CHAPTER II. ALASKA
BACKGROUND
Overview

This Case Study Report presents background information and findings based on a five-
day site visit to Alaska conducted from August 19 to August 23, 2002. The site visit team
included Kathryn Langwell and Tom Dunn from Project HOPE and Frank Ryan, J.D., project
consultant. Linda Greenberg, Ph.D., CMS Project Officer, also participated in this first site visit
conducted for the CMS study of American Indian/Alaska Native (AI/AN) Eligibility and
Enrollment in Medicaid, SCHIP, and Medicare. The team visited Anchorage, Bethel, and
Kasigluk, Alaska, and conducted interviews with individuals and groups in each location, as well
as met with the Alaska Native Tribal Health Directors and the Alaska Native Health Board. A
list of individuals with whom the site visit team met, and members of the Alaska Native Tribal
Health Directors and the Alaska Native Health Board is presented in Appendix II.A. An earlier
draft of this Case Study was sent to CMS for review and comments received were incorporated
into the Draft Case Study. This second version of the Draft Case Study was then sent to key
contacts in Alaska with a request for their review and comments. Response to this request was
received only from the State contact and the comments provided were incorporated into this
Final Case Study.

The comments and recommended strategies contained within this report reflect the
perceptions and opinions of the interviewees and no attempt was made to either verify the
accuracy of these perceptions or the feasibility of the recommendations made by the
interviewees. Neither the comments nor the recommendations contained within this report
necessarily reflect the opinions of the Centers for Medicare & Medicaid Services (CMS), the
Indian Health Service (IHS), Tribes and Tribal organizations, or the State.

Alaska AI/AN Population and Location

The State of Alaska has a population of 635,000 people, of whom 98,000 (15 percent) are
Alaska Native or American Indian. The Alaska population was 70.4 percent urban in 1999 with a
population density of 1.1 persons per square mile."” Anchorage is the largest city in the State
with a population of over 260,000; there are only six communities in the State with over 30,000
population. Over one-half of the AI/AN population resides in rural areas (i.e., towns, villages, or
clustered settlements)."’

Major industries in Alaska include mining, oil and gas production, fishing and seafood
processing, and transportation. Nearly 10 percent of the population has incomes at or below the
Federal Poverty Level.

19 U.S. Census Bureau: State and County Quick Facts, http://quickfacts.census.gov/qfd/States/02000.html.
" Alaska Population Overview, 1999 Estimates, Department of Workforce Development (ISSN 1063-3790),
http://www.labor.State.ak.us/research/pop/chap1.pdf.
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The majority of the Alaska Native population lives in small remote villages of less than
1,000 people and which are sufficiently isolated that access to health care services requires long
travel times. Over 80 percent of villages are inaccessible by road and transportation to health
care facilities relies on air, boat, or snowmobile. The lack of roads and the cost of air transport
between villages and urban centers with health facilities pose significant barriers to use of health
services.

Over 54 percent of Alaska Natives have incomes below the Federal Poverty Level or are
unemployed.'> Those who live in remote villages rely on subsistence activities (i.e., hunting,
fishing, food gathering) for survival. Employment opportunities are generally seasonal, rather
than year round. Because of the high rates of poverty, a substantial proportion of Alaska Natives
are eligible for Medicaid and Denali KidCare (Alaska’s SCHIP program). However, there are
lower than average rates of Medicare eligibility, particularly in remote villages, due to the lack of
opportunities for regular employment and contributions to Social Security during prime working
years that are less than the 40 quarters requirement.

AI/AN Health Services in Alaska

Alaska Natives administer 99 percent of IHS funds in Alaska under compacts, contracts,
and grants. There are six Alaska Native-managed hospitals located in rural communities and 24
health centers. Alaska Native communities without a hospital or health center are served by 176
community health aide clinics. The Alaska Native Medical Center in Anchorage serves as a
referral center for specialty and tertiary care.

The coordination and collaboration among Alaska Native groups to manage Statewide
health services for all Alaska Natives is unique. The Alaska Native Tribal Health Consortium
(ANTHC), owned by health corporations, represent all 229 Tribes in the State. Together with the
Southcentral Foundation (which provides primary and specialty services to Alaska Natives in the
Anchorage area), the ANTHC operates the Alaska Native Medical Center that serves all Alaska
Native people in the State.

Alaska State Medicaid and SCHIP Programs

The Division of Medical Assistance administers the Alaska Medicaid and SCHIP
programs. In 2002, the income eligibility standard for children, pregnant women, and families
with children was 200 percent of the Alaska-adjusted Federal Poverty Level (FPL);" that is,
annual income for a family of four must not exceed $44,140.'* Medical assistance is also
provided to individuals receiving Supplemental Security Income (SSI) who have incomes below
the 74™ percentile of the Alaska-adjusted FPL. The State of Alaska’s SCHIP program, Denali
KidCare, 1s a Medicaid expansion program. Eligibility for Denali KidCare is set at 200 percent
of the adjusted FPL for uninsured children and at 150 percent of the FPL for insured children.

12 Bureau of Indian Affairs estimates, 2001.

" Due to the high cost of living in Alaska, the Federal Poverty Level is 25 percent higher than the level in the lower
48 States.

' http://www.hss.State.ak.us/dma/DenaliKidCare/gen_info.htm, accessed May 29, 2003.
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About 40 percent of over 60,000 people enrolled in the Alaska Medical Assistance
Program is Alaska Native or American Indian. Approximately 8,500 people were dually enrolled
in Medicare and Alaska Medical Assistance. The Yukon-Kuskokwim Health Corporation data on
Medicaid enrollment rates in 48 villages it serves ranged from a low of 11 percent to a high of 94
percent, with an average of 40 percent across all the villages.

High proportions of AI/AN children who are not enrolled in Medicaid qualify for and are
enrolled in Denali KidCare. There has been extensive outreach and efforts to enroll children in
Denali KidCare through The Robert Wood Johnson Foundation Covering Kids program, the
Department of Health and Social Services, and Alaska Native health facilities.

There appears to be a very strong and positive working relationship between the State
Division of Medical Assistance (DMA) and the Alaska Native Health Corporations. The DMA
provides outreach services, encourages enrollment of AI/ANs into Medicaid and Denali
KidCare, has provided technical assistance to improve third-party billing capabilities, and works
closely with the Corporations to resolve billing errors rather than denying claims.

There is variation, however, among Alaska Native Health Corporations and health
facilities in the sophistication of their information systems and capabilities for third-party billing
and collections and in their effectiveness in using these systems. The intensity of interest in
outreach and enrollment assistance to Tribal members may be affected by the extent to which
financial benefits may accrue from investing in these activities.

FINDINGS

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

Despite the relatively high enrollment rates of Alaska Natives in Medicaid and SCHIP,
there was consensus across all interviewees that under-enrollment remains a major issue in all
areas of the State. A very high proportion of the Alaska Native population is very poor and, even
though many are enrolled in Medicaid and SCHIP, most interviewees said that they believed that
considerably more AI/ANs are eligible and not enrolled. These individuals indicated that THS
funding to the Alaska Native Health Corporations is inadequate to meet the health care needs of
the population, particularly for specialty and tertiary care. In addition, funds to pay transportation
costs are very limited and, in general, health facilities provide transportation services only for life
or limb threatening cases. A major incentive for individuals to enroll in Medicaid or Denali
KidCare is that these programs pay transportation costs for enrollees. Barriers to enrollment fall
into two categories: 1) barriers to initial enrollment; and 2) barriers to maintaining enrollment.

Barriers to Initial Enrollment

e Some AI/AN’s believe that the Federal government’s trust responsibility to provide
health care to the AI/AN population means that it is not necessary or appropriate for them
to seek other forms of government-paid health coverage.

e The paper work associated with applying for Medicaid is difficult for many to complete
without extensive assistance. Some people are unwilling to reveal personal and financial
information to eligibility workers who could help with paperwork.
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e There is a lack of outreach and enrollment assistance in some areas of Alaska. In remote
areas, it is difficult for outreach and enrollment assistance to be provided regularly —
although some Health Corporations make more effort than others to do so. More
enrollment workers are needed, but funds are not available to pay them. Transportation
costs and inclement weather that affects the ability to travel by outreach and enrollment
workers also limit the availability of assistance in more remote areas.

o Long travel distances, transportation costs, and harsh weather conditions also are a barrier
to individual AI/ANs who might consider initiating enrollment, particularly in areas
where outreach and enrollment workers do not reside in or frequently visit villages.

o Enrollment assistance is very time-consuming at the local level since enrollment workers
must spend time in the community to gain acceptance and trust. Cultural protocol also
requires that enrollment workers “connect” with people by identifying common relatives
and understanding of local customs.

e When an application to Denali KidCare is denied, those interviewed consistently stated
that it is unlikely that the applicant will appeal the decision — even if the denial was due
to a request for additional information or clarification.

o Language barriers to understanding written and oral information about programs are an
issue, particularly in smaller and more remote villages. There are over 30 Native
languages but materials are only provided in English. In addition, limited literacy of a
portion of the population that speaks English makes completion of the application forms
difficult. Many of the native Alaskan languages are spoken and not written. Due to the
complex nature of the enrollment issues being discussed, communication in these
languages is, therefore, a very time-consuming process.

e “Word of mouth” about the administrative requirements (e.g., prior authorization) and
rules that must be observed under Medicaid to obtain approved services deters some
people from applying.

Barriers to Maintaining Enrollment

e Seasonal patterns of employment result in some people losing coverage because for a few
months of the year monthly income may exceed eligibility standards for Medicaid and
Denali KidCare. For those who are members of some Alaska Native Corporations and
receive annual dividends, this once-a-year payment also may affect eligibility.

e The pattern of seasonal re-location to pursue subsistence activities (i.e., hunting, fishing)
may result in failure to receive mail notification of requests for redetermination of
income and eligibility.

e Language and literacy barriers result in a failure to understand written requests for

redetermination of income and eligibility. Failure to respond to the redetermination
request results in termination of enrollment in Medicaid and Denali KidCare.
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o The State does not share information with Health Corporations and health facilities about
Medicaid and Denali KidCare enrollees who are asked for redetermination information,
so assistance in responding to the request cannot be provided unless the individual seeks
help.

e Once an individual is terminated from the program, for whatever reason, he or she tends
to believe he/she is no longer eligible and is reluctant to initiate a new enrollment
application.

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

While the general perception of interviewees is that there are some AI/ANs who are
eligible for Medicare but not enrolled, much less concern was expressed about this under-
enrollment than for Medicaid and Denali KidCare. This was due, according to those interviewed,
to the relatively small proportion of aged people in the AI/AN population. In addition, several
interviewees at different sites stated that there was less incentive to make an effort to enroll
people in Medicare because they believed Medicare reimbursement is low relative to Medicaid
and Denali KidCare and the rules and regulations that must be complied with to receive
reimbursement are difficult and costly. Whether these perceptions are correct or not, the fact that
a number of Alaska interviewees repeated them suggests that this belief may be widespread and
may affect the extent to which efforts are made to increase Medicare enrollment for those who
are eligible.

Other barriers to enrollment in Medicare faced by those who are eligible and not enrolled
were suggested by interviewees and include:

e The paperwork required by the Social Security Administration to obtain Supplemental
Security Disability Income (SSDI) is very complicated. Most applicants are reportedly
turned down at least once, and the process requires determination and ongoing
persistence. There is little assistance available to help with the process and a tendency
among Alaska Native people to accept the initial rejection as final. Family members or
enrollment workers who call the Medicare or Social Security offices to obtain
information to assist Medicare or Social Security applicants are told that this information
will only be provided directly to the applicant, unless a power of attorney is filed with the
agency on its approved form. While the State’s State Health Insurance and Assistance
(SHIP) office is available to assist beneficiaries with their questions/problems, some
elderly Alaska Natives may face language barriers, travel barriers, and/or may lack
telephone services that would enable them to make use of SHIP services or to contact
Medicare and Social Security offices on their own.

e There are a significant number of AI/AN Medicare beneficiaries who are not enrolled in
Part B because it requires a $54 a month premium. For those who are very poor or who
lead a subsistence lifestyle, the premium is a substantial barrier to enrollment in Part B. If
they later decide that they should enroll in Part B, the higher cost to “buy-in” is often
more than they can afford. During the site visit, there was little evidence to confirm that
the Medicare Savings Programs (QMB, SLMB, etc.) were promoted with the same effort
as Medicaid and Denali KidCare, even though such programs may have been helpful.
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e Many elderly believe that they must pay co-payments that are required under Medicare,
even though they are exempt from co-payments when they receive services through
Tribally managed health facilities. “Word of mouth” about co-payment requirements
persuades some that Medicare will cost them money if they join.

e Outreach and enrollment assistance for Alaska Natives who are eligible for Medicare and
Medicare Savings Programs is more limited than for Medicaid or Denali KidCare
eligibles. The Alaska SHIP provides free health insurance counseling and assistance to
people in Medicare, and conducts outreach primarily via printed material in English.
Outreach staff only conducts visits to communities of 1,000 populations or more. While
the SHIP establishes partnerships with health facilities, social service agencies, and other
organizations to get the "word” out, the focus of most Tribal health facilities is on
Medicaid and Denali KidCare enrollment activities.

e Outreach and enrollment workers at Tribal health facilities do not have the training or
knowledge of the Social Security, SSDI, and Medicare application processes that would
help them to provide assistance with the paperwork and processes that are required to
obtain Medicare coverage.

Strategies to Increase Enrollment in Medicaid, SCHIP. and Medicare

Tribal health facilities and the State Department of Health and Social Services (DHSS)
conduct most outreach and enrollment into Medicaid and Denali KidCare. Some health facilities
have developed extensive programs to enroll as many eligible people as possible. Examples
include:

e Alaska Native Medical Center (ANMC). The ANMC has a Family Health Resources
(FHR) department with 10 employees responsible for identifying eligible-but-not-
enrolled patients and helping them apply for Medicaid, Denali KidCare, or Medicare.
FHR receives referrals from social service agencies and other organizations and has
“walk-ins” who ask for assistance with applications. Each day, FHR also receives a
printed inpatient roster. Patients who do not indicate a third-party payer are identified and
an FHR staff person visits those patients to discuss their potential eligibility for Medicaid,
Denali KidCare, or Medicare." If the FHR staff person determines that the patient may
be eligible, then enrollment assistance is provided. The FHR has developed a good
working relationship with the Anchorage Social Security office and with the State public
assistance office and expedited enrollment can be arranged. FHR staff will even
accompany the patient to the appropriate office to facilitate the process if needed. Despite
these efforts, FHR estimates that 46 percent of patients have no other source of insurance.
Typically, of eight people who enter the hospital with no other insurance, FHR estimates
that only three are eligible for Medicaid, Denali KidCare, or Medicare. These enrollment
assistance programs at ANMC do have one major limitation — the ANMC does not

' Patients who are admitted for more serious (i.e., potentially expensive) conditions are given highest priority for
FHR screening and assistance.
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provide follow-up once the applicant returns home after initiating the application for
Medicaid."’

Yukon-Kuskokwim Health Corporation (YKHC). YKHC benefits/enrollment staff
provides outreach and assistance both to patients at the health center and in the nearly 50
villages that YKHC serves. A two-person outreach and enrollment team visits each
village for one or two days once every three months, with advance publicity, and assists
people with paperwork and follow-up. The team also goes “door-to-door” while in the
village, talking to people about Medicaid and Denali KidCare and encouraging them to
apply. YKHC also tracks eligibility redetermination and enrollment staff also contact
those who are expected to receive redetermination materials to offer assistance with
completing and returning the forms. YKHC encourages people to apply for and enroll in
Medicaid or Denali KidCare through a policy that limits payment for transportation
services in an area that requires long travel for many people to obtain health services.

The DMA also undertakes a number of activities to encourage enrollment in its programs,

with a strong emphasis on Denali KidCare. There is very active marketing of Denali KidCare
throughout the State through billboards, printed materials, traveling health fairs, and “gifts” (e.g.,
a packet for children including a button, toothbrush, and a small first-aid kit with contact
numbers for enrollment). Other steps that DMA has taken to encourage and maintain enrollment
include:

Single parents are not required to provide information about the absent parent for Denali
KidCare enrollment. DMA identified the requirement for information about absent
parents as a significant deterrent to enrollment.

Denali KidCare redetermination materials are sent out every six months, with all previous
eligibility determination data filled in for the applicant. If nothing has changed, the
applicant has merely to sign and mail back the form with proof of current income.

The State trains “fee agents” on the application process and the information required to
fill out forms. These agents are present in most communities and villages and are
available to assist people to apply for Medicaid and Denali KidCare. The fee agent is paid
$35 by the State for every application that he or she assists to complete and submit,
whether the applicant is determined to be eligible or not.

DMA has developed an agreement with Tribal Health Corporations through which DMA
will provide a 50 percent match of Tribal costs for outreach, enrollment, training, and
travel costs for enrollment activities serving Alaska Natives.'’

Individuals interviewed during the site visit provided the following suggestions to

increase enrollment rates and reduce attrition from programs:

' The State staff notes that the lack of follow-up is due to the fact that the patients come from all over the State and
there is no way to assist long distance once they return home.

'7 State staff that reviewed this case study Stated that the administrative match is now in place, with several
corporations taking advantage of assistance with Medicaid outreach and enrollment.

I1-7



Educate community members. Greater efforts should be made by Tribal Health
Corporations and health facilities to educate community members about the benefits to
themselves and to everyone in the community of enrolling in Medicaid, Denali KidCare,
and Medicare. Tribal health is inadequately funded'® and services can be expanded only
if the additional revenues from third-party payers are available.

Funding for outreach and enrollment workers. CMS, the Social Security
Administration, and the State should make funding for additional outreach and
enrollment workers, and for travel costs associated with outreach and enrollment
assistance at the community level, available to Tribal Health Corporations.

Clarify denial letters. Letters of denial of eligibility, from all agencies, should clearly
State the reason for denial. If the denial is due to missing information, it should not say
“denial” but instead should request additional information and indicate that this is part of
the ongoing process of determining eligibility."”

Account for seasonal income. Income eligibility requirements for Medicaid and Denali
KidCare should take into account and adjust for seasonal income that causes monthly
income levels to exceed eligibility requirements for only a few months a year.

State notification of redetermination. The State should notify Tribal Health
Corporations or facilities when Medicaid or Denali KidCare enrollees are to be re-
certified or that an application has been denied, so that Tribal enrollment counselors can
contact the enrollee/applicant to assist with the paperwork.*’

Clarify Explanation of Medicare Benefits form. For services provided to a Medicare
beneficiary through a Tribal health facility, the Explanation of Medicare Benefits sent by
CMS to the Medicare beneficiary should be modified to indicate that co-payments are not
the responsibility of the individual.

Develop training program. A training program on Social Security and Medicare
eligibility and application procedures should be developed and made available to Tribal
outreach and enrollment workers.

Develop improved financial and billing systems. Financial and/or technical assistance
should be provided to Tribal Health Corporations (by IHS, CMS, or private foundations)
to develop more sophisticated financial and billing systems to equip them to meet

'® Evidence cited by interviewees included reference to the Indian Health Service Level of Need Funding study,
which estimated that IHS receives only 50-60 percent of the funding necessary to provide a full range of services to
its AI/AN patients. In addition, all Tribal health facilities visited indicated that they exhausted their Contract Health
Services budgets several months before the end of each fiscal year and had to deny services (except for life-
threatening illnesses) until the next fiscal year began.

' The Alaska Medical Assistance Program notifies clients who have submitted applications with missing
information that their application is pended for a set time period because additional information is needed. If the
missing information is not provided within that time period, the application is denied.

2Under Federal rules, the State is not permitted to share information about the status of eligibility of any client,
unless the client requests that it does so or the facility is the client’s authorized representative. In addition, HIPAA
regulations that will be implemented in October 2003 may make it more difficult to implement this suggestion.
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requirements for Medicare providers and to be efficient and effective in billing for third-
party reimbursement. The capability and potential to increase revenues through Medicare,
Medicaid, and SCHIP would provide greater incentives to conduct more aggressive
outreach and enrollment assistance.
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APPENDIX II.A: ALASKA SITE VISIT CONTACTS

Name Title Address Telephone E-mail Address
Division of Medical
Assistance 907-465-
Bob Labbe Director PO Box 110660 5330 bob_labbe@health.State.ak.us
Juneau, AK 99811-
0660
Division of Medical
Assistance
Manager, State, | State Federal and 907-465-
Nancy Weller | Federal and Tribal Relations 5825 Nancy Weller@health.State.ak.us
Tribal Relations | PO Box 110660
Juneau, Ak 99811-
0660
Yukon-Kuskokwim
Director, Tribal | Health Corporation, 907-543-
Robert Beans | and Support Bethel, AK 6031 Robert_beans@ykhc.org
Services PO Box 528
Bethel, AK 99559
Robin Vice President, E{Igl;;))irzall)’elta Regional 907-543- .
Thompson glelf&?;?s PO Box 528 6026 Robin_Thompson@ykhe.org
Bethel, AK 99559
Alaska State of'Alas.kz?, Dept
Medicare of Admln, DlVlSlon of
Information: Semo.r Services, 1-800-478- Teresa clark@admin.State.ak.us
Teresa Clark . Frontier Bldg., 3601 C 6065 —
Associate .
Program Street, Suite 310
Coordinator: Anchorage, AK
99503-5209
State of Alaska, Dept
of Admin, Division of
Rural Services Senio.r Services, 907-269- .
Kay Branch ) Frontier Bldg., 3601 C 3663 kay_branch@admin.State.ak.us
Coordinator .
Street, Suite 310
Anchorage, AK
99503-5209
Denali KidCare | Denali Kid Care
Marcia Outre':ac.h Frontier Bldg, 3601 C 907-269- '
Rodriguez Specialist for Street 0972 marsha_rodriques@health.State.ak.us
Southcentral PO Box 240047
Alaska Anchorage, AK
Alaska Area Native
Health Service
Charlene Area Director 4141 Ambassador 90274;;2)9_ cavalane@anme.ore
Galang drive *

Anchorage, AK
99508-5828
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Name Title Address Telephone E-mail Address
Alaska Native Medical
. 907-729- .
Jim Lamb Bgsmess Office Center ' 2457 jdlamb@anmc.org
Director 4315 Diplomacy Dr.,
Anchorage, AK 99508
Alaska Area Native
. Health Service
Maigzzsgan ggrse(‘:(r)ia Office 4141 Ambassador drive 9037 6-229- cmandreg@akanmc.alaska.ihs.gov
Anchorage, AK 99508-
5828
Alaska Native Health
. Board
Michelle Sparck | “Maska Native - 3260 v 0 flawn Dr., 907-562- msparck@anhb.org
Health Liaison . 6006
Suite 500
Anchorage, AK 99517
ANMC Public Alaska Native Medical
Charmaine Relations and Center 907-729- cvramos@anmc.org
Ramos Marketing 4315 Diplomacy Dr., 1967
Manager Anchorage, AK 99508
ANMC Family Alaska Native Medical
Emily Johnston | Health Resource Center . 907-729- ejohnston@anmc.org
Supervisor > | 4315 Diplomacy Dr., 1392
Anchorage, AK 99508
ANMC Family Alaska Native Medical
Dina Martin Health Resource, Center . 907-729- dmartin@anmc.org
Assistant 4315 Diplomacy Dr., 3185
Anchorage, AK 99508
Alaska Native Health
Board 907-562-
H. Sally Smith | Chair 4201 Tudor Centre Dr., ssmith@bbahc.org
. 6006
Suite 105
Anchorage, AK 99508
Alaska Native Tribal
Health Consortium
gclﬁé (l)ltlg}}‘/l General Counsel EI?AI;IITEnCﬂ))assa dor Drive 9017 9_(7)59_ taschuerch@anthc.org
Anchorage, AK 99508
Douglas Eby . . Southcgntral F ounda}tion
M.D ’ Vlce.Pres1den.t of | 4501 Diplomacy Drive 907-729- debv@anme.or
o Medical Services | Anchorage, AK 99508 4955 -
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ALASKA TRIBAL HEALTH DIRECTORS
Updated September 11, 2002

ATHD Chair

Robert Clark, Chair/CEO
rclark@bbahc.org

BRISTOL BAY AREA HEALTH CORP.
P.O. Box 130

Dillingham, Alaska 99576

907 842-5201/1 800 478-5201

907 842-9409 fax

ATHD Vice-Chair

Wilson Justin, Health Director
wjustin@Tribalnet.org

MT. SANFORD TRIBAL CONSORTIUM
P.O.Box 4

Gakona, Alaska 99586

907 822-5399

907 822-5810 fax

ATHD Secretary

Ileen Sylvester, VP-Tribal Executive Services
Isylvester(@citci.com

SOUTHCENTRAL FOUNDATION

4501 Diplomacy, Suite 200

Anchorage, Alaska 99508

907 265-4900

907 729-5000 fax

Joe Cladouhos, President/CEO
Cladouhos@nshcorp.org

NORTON SOUND HEALTH CORPORATION
P.O. Box 966

Nome, Alaska 99762

907 443-3206

907 443-2113 fax

Josephine A. Huntington, Health Director
Johuntington@tananachiefs.org
TANANA CHIEFS CONFERENCE

201 First Avenue, Suite 300

Fairbanks Alaska 99701

907 452-8251, ext. 3142

907 459-3950 fax

II-12

Carolyn Crowder, Interim Health Director
carolync@apiai.com
ALEUTIAN/PRIBILOF ISLANDS ASSOC.
INC.

201 E 3™ Ave

Anchorage, Alaska 99501-2544

907 276-2700

907 279-4351 fax

Lora Johnson, President/CEO
lora(@chugachmiut.org
Health Services Director
CHUGACHMIUT

4201 Tudor Centre, Suite 210
Anchorage, Alaska 99508
907 562-4155

907 563-2891 fax

Rachel Askren, Health Director
raskren(@metlakatla.net
Metlakatla Indian Community
PO Box 439

Metlakatla, Ak 99926
907-886-6601

907 886 6976 fax

Gene Peltola, President/CEO
Gene_Peltola@ykhc.org
YUKON-KUSKOKWIM HEALTH CORP.
P.O. Box 528

Bethel, Alaska 99559

907 543-6020/1 800 478-3321

Edward Krause, Health Director
crystal@copperriverna.org (secretary)
COPPER RIVER NATIVE ASSOCIATION
Drawer H

Copper Center, Alaska 99573

907 822-5241

907 822-8801 fax
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Chris Devlin, Executive Director
lcdevlin@gci.net

EASTERN ALEUTIAN TRIBES, INC.
1919 S. Bragaw Street

Anchorage, Alaska 99508-3440

907 277-1440

907 277-1446 fax

Tim Boehm, Medical Systems Director
tim.boehm(@kanaweb.org

KODIAK AREA NATIVE ASSOCIATION
3449 East Rezanof Drive

Kodiak, Alaska 99615

907 486-9872

907 486-9898 fax

Helen Bolen, President
hbolen@maniilaq.org
MANIILAQ ASSOCIATION
P.O. Box 256

Kotzebue, Alaska 99752
1-800-478-3312

907 442-3311

907 442-7678 fax

Debra Till, Health Director
dtill@mtaonline.net

NATIVE VILLAGE OF EKLUTNA
26339 Eklutna Village Road
Chugiak, Alaska 99567

907 688-6020

907 688-6021 fax

Peter Merryman, Interim Health Director
tyonek@aol.com

NATIVE VILLAGE OF TYONEK

P.O. Box 82029

Tyonek, Alaska 99682

907 583-2135

907 583-2442 fax

Mark Restad, Health Director
ninclini@ptialaska.net

NINILCHIK VILLAGE TRAD. COUNCIL
P.O. Box 39368

Ninilchik, Alaska 99639

907 567-3970
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Crystal Collier, Executive Director
Ccollier@svt.org

SELDOVIA VILLAGE TRIBE
Drawer L

Seldovia, Alaska 99663

907 234-7898

907 234-7637 fax

Ken Brewer, President
Ken.Brewer@SEARHC.org

SE ALASKA REG. HEALTH CONSORTIUM
3245 Hospital Drive

Juneau, Alaska 99801

907 463-4000

907 463-4075 fax

Benna Hughey, IHS Health Program Director
vnt@cvinternet.net

VALDEZ NATIVE TRIBE

P.O.Box 1108

Valdez, Alaska 99686

907 835-4951

907 835-5589 fax

Eben Hopson, Jr., Exec. Director
ebenh@barrow.com

ARCTIC SLOPE NATIVE ASSOC.
P.O. Box 1232

Barrow, Alaska 99723

907 852-2762

907 852-2763 fax

Lance Colby, Health Administrator
Icolby@kicTribe.org

KETCHIKAN INDIAN CORPORATION
2960 Tongass Avenue

Ketchikan, Alaska 99901

907 225-0320

907 247-4821 fax

Paul Sherry, CEO

psherry@anthc.org

AK NATIVE TRIBAL HEALTH CONS.
4141 Ambassador Way, 2™ Floor
Anchorage, AK 99508

907 729-1900

(907) 729-1901 fax
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ALASKA NATIVE HEALTH BOARD

PRIMARY REPRESENTATIVES
Updated February 4, 2002

H. Sally Smith, Chair
ssmith@bbahc.alaska.ihs.gov

BRISTOL BAY AREA HEALTH CORP.
P O Box 490

Dillingham AK 99576

1 907 842-2434/5656M

1 907 842-4137 Fax

Andrew Jimmie, Vice-Chair

N/A

TANANA CHIEFS CONFERENCE
P.O.Box 6

Minto, Alaska 99758

1 907 798-7292 hm

1907 798-7118 wk

1 907 798-7627 Fax

Emily Hughes, Secretary

kemly@alaska.net

emily@grantleyharbor.com

NORTON SOUND HEALTH CORPORATION
P O Box 586

Teller AK 99778

1 907 642-3682 W

1907 642-2142 H

1 907 642-3681 Fax

Lincoln Bean, Sr., Treasurer

Alaska Native Tribal Health Consortium
PO Box 318

Kake, Alaska 99830

(907) 785-3283

(907) 785-3100 fax

Eileen L. Ewan, Member-At-Large
birdieewan@yahoo.com

COPPER RIVER NATIVE ASSOCIATION
P O Box 272

Gakona AK 99586

1 907 822-5068 Hm

1 907 822-3976Fax
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Don Kashevaroff, Member-At-Large
kash@kash.net

SELDOVIA VILLAGE TRIBE

Po Box 220290

Anchorage Ak 99522-0290

1 907 245-0620

1 801 720-4193 fax

Fritz George, Member-At-Large

N/A

YUKON-KUSKOKWIM HEALTH CORP.
P.O. Box 62

Akiachak, AK 99551

1 907 825-4626 Wk

1 907 825-4029Fax

Mike Zacharoff, Alternate Member-At-Large
N/A

ALEUTIAN/PRIBILOF ISLANDS ASSOC.,
Inc.

119 Rim Rock

St. Paul Island, AK 99660

1 907 592-3560 wk

1907 592-3128 Home

1 907 592-3466 fax

Caroline Cannon, Member
ARCTIC SLOPE NATIVE ASSOC.
P.O. Box 34

Pt. Hope, AK 99766

1 907 368-2012 wk

1 907 368-2332 fax

Heather Parker, Member

N/A

KODIAK AREA NATIVE ASSOCIATION
3449 East Rezanof Drive

Kodiak, Alaska 99615

907 486-9850

907 486-9898 fax


mailto:kemly@alaska.net

Esther Ronne, Member

N/A

CHUGACHMIUT

P O Box 723

Seward AK 99664

1 907 224-5902 hm/1 907 224-3118 msg.
1 907 224-5902FAX Call Ist

Frank Wright, Jr., Alternate

SE ALASKA REGIONAL HEALTH
CONSORTIUM

PO Box 497

Hoonah, AK 99829

1 907 945-3306

1 907 945-3703 fax

Peggy Osterback, Member
pno@arctic.net

EASTERN ALEUTIAN TRIBES
PO Box 61

Sand Point, Alaska 99561

1907 383-4031

1907 383-5417 Fax

Burlington Wellington., Member
Burley@ptialaska.net

METLAKATLA INDIAN COMMUNITY
PO Box 8

Metlakatla AK 99926

1 907 886-4441

1 907 886-7997 Fax

Lotha Wolf, Member

Iwolf@Tribalnet.org

MT. SANFORD TRIBAL CONSORTIUM
P.O. Box 6003

Mentasta, AK 99780

1907 291-2319

1 907 291-2305Fax

Lee Stephan, Member

nve@ak.net

NATIVE VILLAGE OF EKLUTNA
26339 Eklutna Village Road
Chugiak, AK 99567

1 907 688-6020

1 907 688-6021 Fax

Jennifer Miller, Member
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N/A

NINILCHIK TRADITIONAL
P.O. Box 39368

Ninilchik, Alaska 99639

1 907 567 3970 clinic

1907 567-3902 fax

Sophia Chase, Member
Jpeterson(@citci.com
SOUTHCENTRAL FOUNDATION
3910 DeArmoun Road

Anchorage AK 99516

1 907 265-4900

1 907 265-5925 Fax

Peter Merryman, Member
tyonek@aol.com

NATIVE VILLAGE OF TYONEK
P.O. Box 82029

Tyonek, AK 99682

1907 583-2271

1 907 583-2442Fax

Thomas Korn
kornopolous@gci.net
VALDEZ NATIVE TRIBE
P.O.Box 1108

Valdez, AK 99686

1 907 835-4951

1 907 835-5589 Fax

Norman Arriola

narriola@kicTribe.org

KETCHIKAN INDIAN CORPORATION
PO Box 5404

Ketchikan, AK 99901

907 225-4726

907 247-5158 Fax

Louie Commack Jr.

N/A

MANIILAQ ASSOCIATION

P O Box 27

Ambler AK 99786

1 907 445-2164 hm

1 907 442-7615 msgl 907 445-2257 fax
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CHAPTER III. ARIZONA
BACKGROUND
Overview

This Draft Case Study Report presents background information and findings from a five-
day site visit to Arizona conducted from October 28 through November 1, 2002. The site visit
team consisted of Mary Laschober (Site Coordinator) and Erika Melman of BearingPoint, and
Rebecca Baca of Elder Voices, project consultant. The team visited the Navajo Reservation,
Tucson Indian Health Service (IHS) Area staff and American Indian/Alaska Native (AI/AN)
Tribes located in the Tucson area, the Tucson urban Indian health clinic, and the Inter Tribal
Council of Arizona in Phoenix. Following the site visit, the team held telephone interviews with
the Native American Coordinator for Arizona’s Medicaid Office, the Navajo Area Agency on
Aging, and the Phoenix Indian Medical Center. The rationale for selecting the sites visited and
description of the sites is provided in the following section. This section describes the AI/AN
population and AI/AN health services in Arizona, as well as Arizona’s Medicaid program and its
State Children Health Insurance Program (SCHIP) and governing agencies.

The CMS Project Officer and other CMS staff reviewed an earlier version of this Case
Study Report for accuracy and clarity. Subsequently, a revised Draft Case Study Report was sent
to each of the Arizona organizations that participated in the site visit, with a request that the draft
be reviewed for accuracy and to incorporate comments and additions into the final Case Study
Report. Follow-up telephone contacts were made with all of the above-mentioned organizations.
Comments and corrections were received from Tucson Area IHS staff and Tucson area Tribal
representatives and the Native American Coordinator for the AHCCCS/KidsCare programs.”!

The comments and recommendations contained within this report reflect the perceptions
and opinions of the interviewees and no attempt was made to either verify the accuracy of these
perceptions or the feasibility of the recommendations. Neither the comments nor the
recommendations contained within this report necessarily reflect the opinions of the Centers for
Medicare & Medicaid Services (CMS), the Indian Health Service, or the State.

Arizona AI/AN Population and Location

AI/ANs living in Arizona are much less healthy in many ways compared with the overall
Arizona population. Some telling 2002 comparative statistics include the following:**

e Average age at death from all causes: All Arizonans = 71.2 years; Arizona AI/ANs =
54.3 years

! Comments on the Arizona case study report were solicited from the Navajo Nation Division of Health and the
Navajo Area IHS Office but were not received by the end of the project contract and, therefore, are not included in
the report.

22 AT/AN is self-reported on vital statistics forms. Source: Mrela, C.K., Assistant Registrar of Vital Statistics and
Coe, T., Senior Research Data Analyst. Health Status Profile of American Indians in Arizona: 2001 Data Book.
January 2003.

II-1



e Incidence of low birth-weight births (per 100 births): All Arizonans = 7.0; Arizona
AI/ANs=17.3

e Incidence of pregnancy-associated hypertension in mother (per 1,000 births): All
Arizonans =26.3; Arizona AI/ANs =57.1

o Incidence of gestational diabetes (per 1,000 births): All Arizonans = 22.2; Arizona
AI/ANs=61.8

AI/AN populations in the three Arizona IHS Areas compare less favorably than the
average IHS Area AI/AN population and the overall U.S. population with respect to education,
unemployment, poverty rates, and births to diabetic mothers (Table 1). However, the Arizona
IHS Area populations are generally comparable to the average IHS Area AI/AN population with
respect to low and high weight birth rates and life expectancy at birth. Although the top three
leading causes of death for the Arizona IHS Areas are the same as for the average IHS AI/AN
and the overall U.S. populations, accidents and adverse event death rates are higher for the
former group. Also, similar to the average IHS Area AI/AN population, Arizona AI/ANs have
higher death rates from diabetes than the overall U.S. population.
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Table 1. Selected Demographic and Health Statistics, Arizona IHS Areas, All IHS Areas, and
U.S.-All Races

Navajo | Phoenix | Tucson All U.S.,
Statistic IHS IHS IHS IHS All
Area Area Area Areas | Races

Percent High School Graduate or Higher, 1990 54.8 59.4 52.1 65.3 75.2
Percent of Males Unemployed, 1990 23.5 21.0 25.2 16.2 6.4
Percent of Females Unemployed, 1999 18.6 17.4 20.2 13.4 6.2
Percent of Population Below Poverty Level, 1990 46.8 41.8 24.0 31.6 13.1
Low Weight Births (Percent of Total Births), CY 1996- 6.3 6.7 7.3 6.3 7.5%
1998
High Weight Births (Percent of Total Births), CY 1996- 8.2 11.0 10.0 12.6 10.2*
1998
Birth Rates with Diabetic Mother (Rates per 1,000 Live 65.0 62.5 54.2 48.3 26.4%*
Births), CY 1996-1998
Leading Causes of Death, CY 1996-1998 (Percent of Total
Deaths)
Diseases of the Heart 16.2 17.4 17.0 21.6 31.4%
Malignant Neoplasms 12.4 10.7 10.7 15.9 23.3%*
Accidents & Adverse 21.8 18.8 15.0 14.0 4.1%*
Effects
Diabetes Mellitus 5.6 8.5 8.4 6.6 ok
Chronic Liver Disease & ok 6.8 9.2 4.5 ok
Cirrhosis
Cerebral Vascular Diseases ook Hkox Hkox wkox 6.9
Pneumonia & Influenza 5.9 wkox Hkox Hkox ok
Life Expectancy at Birth, Males, CY 1996-1998** 68.0 66.4 61.6 67.4 73.6*
Life Expectancy at Birth, Females, CY 1996-1998** 76.5 72.0 70.7 74.2 79.4*

Source: Demographic and Dental Statistics Section of Regional Differences in Indian Health 2000-2001: Charts

Only, Statistics Program, Indian Health Service, Department of Health and Human Services, July 2002.

*CY 1997.
** Adjusted for race miscoding.
***Not a leading cause of death.

AI/AN Health Services in Arizona

Three IHS Area Offices serve the State of Arizona: The Phoenix Area IHS Office, the
Tucson Area IHS Office, and the Navajo Area IHS Office. The Phoenix Area IHS Office in
Phoenix, Arizona, oversees the delivery of health care to approximately 105,000 AI/ANs in the
States of Arizona, Nevada, and Utah — from the small Cocopah Tribe in southwestern Arizona to
the widely dispersed Paiute Indians in Nevada and Utah. The Phoenix Area Office operates
primarily as an administrative center for 10 Service Units, which may include one or more health
centers or hospitals. More than 40 Tribal groups reside within the Phoenix Area IHS region

varying in size, locale, and affiliation.

Nine IHS hospitals operate within the Phoenix Area, the largest of which is the Phoenix
Indian Medical Center. Patients are referred there for specialized care that is not available at the
eight Reservation hospitals. IHS also operates seven health centers and six health stations. A
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growing number of health facilities throughout the Phoenix Area are Tribally operated. As of
January 1990, AI/AN Tribes operated four of these health centers and two of these health
stations. Service Units in Schurz, Nevada, and Fort Duchesne, Utah, operate both clinics and
health centers. Some clinics are staffed by one or more IHS personnel who are stationed in the
local community. In addition, local physicians and dentists are often under contract to the IHS.
Traveling teams of IHS medical and allied health professionals serve other areas.*

Situated in south-central Arizona and extending south to the U.S./Mexico border, the
Tucson Area IHS Office service area encompasses two Service Units that serve the Pascua Yaqui
and Tohono O’odham Reservations, the latter being the second largest in the United States with
almost three million acres. Health care in the Sells Service Unit is a combined effort of IHS and
the Tohono O’odham Health Department, providing a comprehensive health program of
inpatient services, ambulatory care, and community health services. Health services for the
Tohono O’odham Tribe are centered in Sells, Arizona, capital of the Tohono O’odham
Reservation. Sells lies 60 miles east of Tucson, Arizona’s second largest metropolitan area.

Sells Indian Hospital, a modern 37-bed facility with JCAHO accreditation, is the central
component of the Sells Service Unit, providing general medical and primary care on an inpatient
and outpatient basis. Some emergency services are provided, although most critical-care patients
are transferred to one of several Tucson or Phoenix area private or IHS hospitals. Hospital
admissions total approximately 1,200 patients annually, including 50 to 100 obstetrical
deliveries. Another 200 to 300 deliveries are performed through contracts with Tucson facilities.
Exclusive of dental visits, ambulatory visits number approximately 20,000 per year. Health
centers are also located in the Reservation communities of Santa Rosa and San Xavier. The San
Xavier Health Center is a large outpatient facility on the outskirts of Tucson, and the Santa Rosa
Clinic is a small outpatient facility located in the very rural setting of the north-central sector of
the Tohono O’odham Reservation.

The Tucson Area IHS and the Pascua Yaqui Tribe jointly manage the Yaqui Service
Unit. Services are rendered directly and indirectly through a non-traditional, innovative system
of subcontracts, including some services through a Tucson-based health maintenance
organization. Both the Sells and Yaqui Service Units are administered by the Office of Health
Program Research & Development, an IHS headquarters component located at San Xavier.**

The Navajo Area IHS Office, located in Window Rock, Arizona, administers numerous
clinics, health centers, and hospitals, providing health care to 201,583 members of the Navajo
Nation through eight Service Units. The Navajo Nation is the largest Indian Tribe in the United
States and has the largest Reservation. The Reservation encompasses more than 25,516 square
miles in northern Arizona, western New Mexico, and southern Utah, with three satellite
communities in central New Mexico. The Navajo Area Office coordinates with both the Phoenix
and Albuquerque Area IHS Offices for the delivery of health services to the Navajo, Hopi, and
Zuni Reservations because these Reservations are close to each other.

2 http://www.ihs.gov/FacilitiesServices/AreaOffices/Phoenix/Phoenix.asp, accessed June 18, 2003.
* http://www.ihs.gov/FacilitiesServices/AreaOffices/Tucson/tucsonsu-facilities.asp, accessed June 18, 2003.
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Comprehensive health care is targeted to the Navajo people through inpatient, outpatient,
contract, and community health programs centered around 6 hospitals, 7 health centers, and 12
health stations. School clinics and Navajo Tribal health programs also serve Reservation
communities. The six hospitals range in size from 39 beds in Crownpoint, New Mexico, to 112
beds at the Gallup Indian Medical Center in Gallup, New Mexico. Health centers operate full-
time clinics, some of which provide emergency services. Some smaller communities have health
stations that operate only part-time.

A major portion of the Navajo Nation health care delivery system is sponsored by the
Navajo Tribe itself, which operates the Navajo Division of Health (NDOH) in Window Rock,
Arizona. The NDOH, created in 1977, has the mission of ensuring that quality and culturally
acceptable health care is available and accessible to the Navajo people through coordination,
regulation, and where necessary, direct service delivery. The NDOH provides a variety of health-
related services in the areas of nutrition, aging, substance abuse, community health
representatives (e.g., outreach), and emergency medical services (e.g., ambulance). The Division
provides services for infants, children, youth, adults, elders and their families throughout the
various communities within and adjacent to the Navajo Nation. These are administered by the
Executive Administration, the Department of Program Operations, the Department of Health
Services, the Navajo Area Agency on Aging, and the Department of Behavioral Health
Services™

Overview of Arizona State Government>’

The Arizona Commission of Indian Affairs (ACIA) was formed in 1953 to “consider and
study conditions among the Indians residing within the State.” In 1986, the Arizona legislature
gave ACIA a new mission to be the State’s liaison with the 21 Federally Recognized Indian
Tribes in Arizona. State leaders intended that ACIA’s work would help foster enhanced Tribal-
State communication, leading to better relationships between the Tribes and State agencies. The
ACIA, which meets quarterly, consists of the governor, the superintendent of public instruction,
the director of the department of health services, the director of the department of transportation,
the attorney general, the director of the department of economic security, the director of the
office of tourism, the director of the department of commerce, and nine members appointed by
the governor, two at large who are non-Indian and seven from among Arizona’s Indian Tribes.

ACIA’s legislatively mandated activities include assembling facts needed by Tribal,
State, and Federal agencies to work together effectively; assisting the State in its responsibilities
to Tribes by making recommendations to the Governor and Legislature; conferring and
coordinating with other governmental entities and legislative committees regarding AI/AN needs
and goals; working for a greater understanding and improved relationships between AI/ANs and
non-Al/ANs by creating an awareness of the needs of AI/ANs in the State; promoting increased
participation by AI/ANs in State and local affairs; and helping Tribal groups develop
increasingly effective methods of self-government.

2 http://www.ihs.gov/FacilitiesServices/AreaOffices/Navajo/gimc/Nav.asp, accessed June 18, 2003.
%8 http://www.indianaffairs.State.az.us, accessed 6/18/03.
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Arizona State Medicaid Program®’

Arizona’s Medicaid program, the Arizona Health Care Cost Containment System
(AHCCCS), administers an array of health care programs. AHCCCS has operated under a CMS
1115 Research and Demonstration Waiver since 1982, being the first Statewide Medicaid
managed care system in the United States. AHCCCS contracts with public and private health
plans and other program contractors (for long-term care benefits), paying them a monthly
“capitation” amount prospectively for each enrolled member. The plan or contractor is then “at
risk” to deliver the necessary services within the capitated amount. AHCCCS receives Federal,
State, and County funds to operate, plus some monies from Arizona’s tobacco tax and tobacco
settlement funds. In contrast to the acute care and long-term care program, behavioral health
services are carved-out and delivered through an Intergovernmental Agreement between
AHCCCS and the Arizona Department of Health Services (ADHS). ADHS contracts with
Regional Behavioral Health Authorities to deliver behavioral health services to members.

AHCCCS eligibility is not performed under one roof, but by various agencies, depending
on the category. For example, most Arizona residents generally enter AHCCCS by way of the
State Department of Economic Security (DES). Prior to October 1, 2001 and passage of Arizona
Proposition 204, Arizona’s 15 counties were responsible for determining individuals’ eligibility
for most AHCCCS programs. Blind, aged or disabled persons who receive Supplemental
Security Income (SSI) enter through the Social Security Administration (SSA). Eligibility for
categories such as KidsCare (Arizona’s SCHIP program), SSI-related groups, long-term care,
women diagnosed with breast or cervical cancer, and Medicare Cost Sharing programs
(Arizona’s name for the Medicare Savings Programs®) is handled by AHCCCS itself. Each
eligibility group has its own income and resource criteria. As of October 1, 2002, AHCCCS
covers the following groups of people under the Medicaid Program (a more detailed description
of several of these programs follows):

e Families and children under Section 1931 of the Social Security Act.

o Single adults and childless couples under the 100 percent Federal Poverty Level (FPL)
Waiver.

e Individuals or families who incur sufficient medical expenses that when deducted from
income will reduce income to 40 % of the FPL.

e Pregnant women at or below 140 percent FPL.

e Children under age 1 whose income is at or below 140 percent FPL.

*7 http://www.ohca.State.ok.us/, accessed April 4, 2003.

** The Medicare Savings Programs are Federally-mandated programs in which State Medicaid programs must pay
some or all of Medicare’s premiums, and may also pay Medicare deductibles and coinsurance, for people who have
Medicare and limited income and resources. The programs include the Qualified Medicare Beneficiary (QMB), the
Specified Low-Income Medicare Beneficiary (SLMB), the Qualifying Individuals-1 (QI-1), and the Qualified
Disabled and Working Individuals (QDWIs) programs. Medicare Savings Programs enrollees, together with
Medicare beneficiaries who receive their State’s full Medicaid benefits, are often referred to as “dual eligibles.”
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e Children age 1 thru 5 whose income is at or below 133 percent FPL.
e Children age 6 thru 18 whose income is at or below 100 percent FPL.

e Individuals who are aged, blind, or disabled with income at or below 100 percent FPL
who meet the SSI requirements.

« Persons under age 21, who were in foster care on their 18" birthday.

e Persons who meet one of the categorical linked Medicaid programs except for citizenship
or qualified immigrant status (emergency services only).

e Persons eligible for the Medicare Cost Sharing Programs (i.e., “Medicare Savings
Programs” as they are referred to at the Federal level). and

e« Women under age 65, diagnosed as needing treatment for breast or cervical cancer.

AHCCCS for Families with Children (AFC) provides medical coverage, such as doctor’s
office visits, hospitalization, prescriptions, lab work, and behavioral health services to families
(parents of qualifying children are covered). To qualify, there must be a child in the household
under the age of 18 years (or 19 years if a full-time student). The monthly income limit for this
program is 100 percent of FPL. There is no limit on the resources or property that may be owned.

AHCCCS Care provides medical coverage, such as doctor’s office visits, hospitalization,
prescriptions, lab work, and behavioral health services for adults with no qualifying children for
the AFC program. The monthly income limit for this program is 100 percent of FPL. There is no
limit on the resources or property that may be owned.

SOBRA provides medical coverage to pregnant women and children up to the age of 19
years. For pregnant women, the monthly income limit is 133 percent of FPL; for children under
the age of 1, the monthly income limit is 140 percent of FPL; for children ages one through six,
the monthly income limit is 133 percent of FPL; for children age six and older, the monthly
income limit is 100 percent of FPL. There is no limit on the resources or property that may be
owned.

The Medical Expense Deduction (MED) program provides medical coverage for
individuals who do not qualify for other AHCCCS programs because their income is too high.
However, they may be eligible for MED if they have medical expenses in the month of
application (or the previous month) that reduce their monthly income to 40 percent of FPL.
Resources cannot exceed $100,000, and only $5,000 may be liquid assets, such as cash, bank
accounts, stocks, bonds, etc. Home equity is counted toward the resource limit, but one vehicle is
not counted.

Medicare Savings Programs in Arizona have the same income eligibility limits as all
other States; however, there is no limit on resources, such as cash, bank accounts, stocks, or
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bonds in Arizona. Applicants for all programs must be eligible for Medicare Part A. Individuals
may apply for this program by mail.*’

Health care services are provided through AHCCCS health plans. All eligible children
have a choice of available contractors and primary care providers in their geographic service
area. All AHCCCS medical services are authorized and coordinated through the AHCCCS health
plan. Health plans contract with community clinics, doctors, pharmacies, hospitals and
laboratories to provide services. There are at least two health plans in each County. AI/ANs can
elect to receive services through IHS or Tribal health facilities instead of an AHCCCS health
plan. If an AI/AN selects the THS or a Tribal facility, AHCCCS provides any services not
provided by these entities on a fee-for-service basis off-Reservation. Except for AI/AN
recipients, AHCCCS enrollees may change their health plan annually upon notification by
AHCCCS of the annual enrollment period, or if they move and the health plan is not available at
their new residence. AI/AN recipients may change from a health plan to an IHS/Tribal facility or
back to a health plan at any time upon request. AI/ANs residing in a Reservation Zip Code area
are defaulted into an IHS/Tribal facility if they do not actively choose a health plan; those living
outside of a Reservation Zip Code are defaulted into an AHCCCS health plan.

A joint seven-page (excluding instructions) AHCCCS/KidsCare application, available in
English and Spanish, is used to apply for the above programs.*® To participate in these programs,
all individuals must be U.S. citizens or qualified immigrants. Arizona residents can use one
simple form to apply for AHCCCS health insurance for themselves and everyone in their
immediate family who lives with them. The application can be downloaded from Arizona’s
website, obtained by calling a Statewide toll free number, and is available at DES offices and
many other community organizations in the State. A completed application can be mailed; most
programs do not need a face-to-face interview if AHCCCS can contact applicants by phone.

Applications and enrollment information are also available at IHS and appropriate Tribal
locations. AHCCCS also uses Native American events, newspapers, and radio stations as a
forum for outreach. If IHS or Tribal staff is willing to assist applicants in completing the
application for AHCCCS health insurance, AHCCCS provides training. AHCCCS has a Native
American Coordinator who is available to the Tribes for consultation, information and
presentations.”’

Co-payments are assessed for both AHCCCS and KidsCare programs in the amounts of
$1 for each physician visit, laboratory and x-ray procedure; $5 for non-emergency surgery; and
$5 for non-emergency use of the emergency room, but are waived for AI/AN recipients.

In addition to the above AHCCCS programs, Arizona offers the Premium Sharing
Program (PSP), funded solely with State dollars, that provides medical coverage for uninsured

% http://www.ahccces. State.az.us/services/Overview/ForArizonans.asp#MCS, accessed May 16, 2003

*Based on the demographics in Arizona of other ethnic groups, AHCCCS does not believe that developing the
application in other languages is necessary since no other ethnic group exceeds 3% of the population. However, an
interpreter is provided, if needed, http://www.ahcccs.State.az.us/publications/Kidscare/kidscare 2002/
Section%204.pdf, accessed May 18, 2003.

3! http://www.ahcccs.State.az.us/publications/Kidscare/kidscare 2002/Section%204.pdf, accessed May 18, 2003.
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individuals who have not been covered by health insurance for at lease one month, unless the
loss of health insurance was involuntary. PSP offers insurance coverage to low income
individuals with income above the Medicaid guidelines if they pay modest co-payments (ranging
from $5 to $50) and monthly premiums. Monthly household income cannot exceed 200 percent
of FPL. However, if the individual is chronically ill, monthly household income limits cannot
exceed 400 percent of FPL. Premiums are based on income and the number of eligible household
members, and can be up to 6 percent of gross income for those with incomes up to 200 percent of
FPL. Those with incomes from 200 to 400 percent of FPL must pay the full premium. PSP has
limited enrollment; as of May 16, 2003, PSP is not accepting applications except for a limited
number of chronically ill applicants.

Arizona SCHIP Program

In May 1998, the Arizona legislature authorized the implementation of a stand-alone
Title XXI State Child Health Insurance Program, referred to as Arizona KidsCare. Arizona’s
income threshold for this program is set at 200 percent of FPL, with no asset test required.”

KidsCare provides the same services, for the same co-payments, offered to AHCCCS
recipients for children under 19 years old who have had no employer-provided or privately
purchased health insurance within the past three months. The latter exclusion, however, does not
apply to AI/ANs receiving services from an IHS or Tribally operated facility. An eligible child
must live in Arizona, be a United States citizen or an eligible qualified immigrant, be ineligible
for health insurance coverage as an employee of the State of Arizona or family member of a
State of Arizona employee, be ineligible for Medicaid, and not reside in a public institution or an
institution for mental disease.”® Applicants are required to provide proof of immigrant status for
children who are immigrants and proof of all household income.

The joint AHCCCS/KidsCare application is used to determine whether a child is eligible
for AHCCCS prior to a determination of eligibility for KidsCare. An individual may apply for
KidsCare by mail, telephone, or on-line. No DES office visit or interview is required. A child
who is determined eligible for KidsCare is guaranteed an initial 12 months of continuous
coverage (except in particular circumstances, such as attainment of age 19 or attainment of
employer-sponsored health insurance).

Health care services are provided through established AHCCCS health plans, with
KidsCare recipients having the same options as AHCCCS eligibles. Like AHCCCS recipients,
AI/ANs can elect to receive services through IHS or Tribal health facilities instead of a KidsCare
health plan. If an AI/AN selects the IHS or a Tribal facility, AHCCCS pays for any off-
Reservation KidsCare services not provided by these entities on a fee-for-service basis. KidsCare
enrollees may change their health plan annually upon notification by AHCCCS of the annual
enrollment period, or if they move and the health plan is not available at their new residence.
AI/AN enrollees may change from a health plan to an IHS/Tribal facility or back to a health plan
at any time upon request to the State.

32 http://www.kidscare.State.az.us/English/Kids_HealthPlans.asp, accessed May 16, 2003.
3 http://www.ahcccs.State.az.us/publications/Kidscare/kidscare 2002/Section%204.pdf, accessed June 18, 2003.
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On January 1, 2003, coverage was extended to parents of AHCCCS and KidsCare
children with family income between 100 and 200 percent of FPL, using SCHIP funds. As the
second phase of Arizona’s Health Insurance Flexibility and Accountability (HIFA) initiative, this
expansion followed the November 1, 2001 HIFA expansion to childless adults with income up to
100 percent of FPL (also using SCHIP funds). Childless adults had originally been part of the
broader expansion subsequent to the passage of Arizona Proposition 204, the Healthy Arizona
Initiative, which was implemented beginning April 1, 2001 and provided coverage of a number
of groups up to 100 percent of FPL using Medicaid funds.**

On October 1, 1999, KidsCare implemented premiums for families with an income above
150 percent of FPL. For monthly household incomes up to 150 percent of FPL, there is no
monthly premium. For monthly household incomes from 150 percent to 200 percent of FPL, a
monthly premium is charged, ranging from $10 to $15 a month for one child or $15 to $20 a
month for two or more children. AI/ANs are not required, however, to pay premiums or co-
payments.

DESCRIPTION OF SITE VISIT
Overview

Prior to conducting the site visit from October 28 through November 1, 2002, the team
contacted Julia Ysaguirre (AHCCCS Native American Program Coordinator), Technical Expert
Panel (TEP) member; Rebecca Baca (Elder Voices), Project Consultant; Mary Lou Stanton,
Charlotte Melcher, and Barney Ahgoon from the Phoenix IHS Area Office; and Anslem
Roanhorse from the Navajo Area IHS Office. Rebecca Baca, in turn, held several discussions
about site visit options, coordination, and required research protocols with Navajo Nation Tribal
leadership (particularly Robert Nakai, Interim Director of the Department of Navajo Health who
also represented Vice President McKenzie of the Navajo Nation), and with Taylor Satala,
director of the Tucson Area IHS office and former Service Unit Director of the Keams Canyon
Service Unit, as well as chairman of a national workgroup for the Inter Tribal Council of
Arizona.

The team solicited advice from these contacts as to which communities the site visit team
should visit in Arizona, who initial key contacts might be, and which issues specific to the State
should be addressed in the study. According to the Case Study Design Report approved by CMS,
the team solicited input on one Tribal area with Tribally managed health facilities, one Tribal
area with IHS-operated facilities, and one urban area with an Urban Indian Health Center that
delivers medical services. The team also stressed that travel distances were an important
consideration in recommending sites. The purpose of the site visit was to meet with
approximately 10 to 12 key organizations/people per State. The team also tried to schedule in-
person discussions with State Medicaid and SCHIP staff and IHS Area Office staff.

Based on advice, travel considerations, and responses from Arizona organizations as to
their desire to participate in the study, the team selected Navajo Nation and Tucson IHS Area

¥ http://'www.gao.State.az.us/financials/CAFR/CAFR2002/02-%20CAFRall.pdf, accessed 6/18/03, and CMS
comments from July 10, 2003.
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Tribes for the Tribally-based site visits, the Tucson Indian Center for the urban area site visit,
and the Inter Tribal Council of Arizona (ITCA) in Phoenix. We also did follow up calls with the
Phoenix Indian Medical Center and the State Medicaid Office located in Phoenix.

The Tucson Indian Center recently received an IHS contract to provide AI/AN health
services in Tucson. The ITCA is an advocacy agency funded by all Arizona Tribes except for
Navajo and governed by a board of Tribally elected leaders. ITCA administers many programs
for Arizona Tribes, including several funded through the Arizona Area Agency for Aging
programs, WIC, Elder Outreach Services, the Tribal Epidemiological Center, and tobacco
education monies earmarked for Arizona Tribes. The Tucson IHS Area Tribes encompass both
IHS- and Tribally-administered health care facilities. In addition, the Tucson IHS includes the
Tohono O’odham Nation, which resides on the second largest Reservation in the United States
and is unique because its lands cut through Mexico, perhaps creating difficulties for Medicaid
access for foreign-born AI/ANs.

Navajo Nation possesses many qualities that made it an interesting choice for a site visit.
It is a vast and rural Reservation, with its own Area Agency on Aging, IHS Area Office, and
Bureau of Indian Affairs Area Office. Navajo Nation has a strong culture and language.
Moreover, Navajo Tribal members feel that their numbers are not truly reflected in IHS statistics.

Like the Tucson IHS Area Tribes, Navajo Nation encompasses both IHS- and Tribally-
administered health care facilities. Until recently, all health facilities were THS-directed, but
Navajo Nation recently contracted with the IHS to operate two facilities (Winslow and Tuba
City) in the eight Navajo IHS Area Service Units to become “638” contract providers in the fall
of 2002. As such, we were able to hear about the challenges that health facilities face when
transitioning to Tribal management.

As previously mentioned, the Navajo Reservation overlaps three States (Arizona, New
Mexico, and Utah), and health facilities serve patients from those three States as well as a fourth
State (Colorado). All of these States have different processes and procedures for their respective
public insurance programs, which creates unique barriers and policy issues for the Navajo people
and the health facilities that serve them. For example, New Mexico implemented an expanded
Medicaid program for its SCHIP program, which means it receives a 100 percent match for IHS
services provided to AI/ANs. In contrast, Arizona implemented a stand-alone SCHIP program
and does not receive the 100 percent match.

It was also suggested that we conduct a “regional” site visit and not restrict the visit to
Arizona areas of Navajo Nation; however, the project’s budget did not allow for this. Because
the Navajo Reservation and Navajo IHS Area cover three different States, because it is the
largest Reservation in the United States, and because the Navajo IHS Area consists of eight IHS
Service Units, IHS and Navajo Nation contacts strongly recommended that we extend the time
we were to spend on Navajo Reservation to at least three days (normally, the site visit team
spends one day at each site). With CMS approval, the site visit team spent three days on the part
of the Navajo Nation Reservation located in Arizona, one day was spent interviewing
organizations in the Phoenix IHS Area, and one day consisted of interviews with organizations in
the Tucson IHS Area.
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Navajo IHS staff also with determining whether the site visit team needed to participate
in the Navajo Nation’s Institutional Review Board (IRB) process. Subsequent to site visit team
and CMS Project Officer discussions with Navajo Nation leadership and staff from the Navajo
Division of Health, we were informed that we would not need to complete the IRB process to
hold key informant interviews on the Navajo Reservation for this study.

The site visit team relied heavily on local Tribal and Urban Indian Health Center key
contacts to determine which groups and individuals the team should speak with and at which
places and times, in accordance with the Case Study Design Report. The team provided a list of
potential interviewees to an identified key contact at each interview site. The list included Tribal
leaders, Tribal health directors and Tribal health board members, IHS service unit directors,
Contract Health Services directors, community health representatives/community health aides,
Title VI directors/elder organization leaders, IHS hospital and clinic staff including alternative
resource specialists, case managers, billing specialists, and patient benefits coordinators and
counselors, urban Indian center and clinic staff, and other organizations that serve the AI/AN
community (e.g., Area Agencies on Aging, out-stationed or County Medicaid/SCHIP eligibility
workers, Indian alcohol treatment centers, Indian education programs, and Tribal or County
social services agencies). The individuals and organizations with which the site visit team met in
Arizona or conducted follow-up telephone interviews are listed in Appendix III.A.

Description of Navajo Nation®

The Navajo Nation Reservation extends into the States of Arizona, New Mexico and
Utah, covering over 27,000 square miles, including all or parts of 13 counties in those States.
According to the 2000 U.S. Census, 298,197 individuals claimed Navajo ethnicity. As of
November 30, 2001 (according to Navajo Nation Vital Records Office), 255,543 of these
individuals are enrolled members of the Navajo Nation. Not all Navajos live on Tribal land:
according to the 2000 U.S. Census, 168,000 Navajo enrolled members reside on Navajo Nation
Tribal land and 12,000 non-members reside and work within the Navajo Nation. Another 80,000
Navajos reside near or within “border towns” of the Navajo Nation. The remaining Navajos,
enrolled and non-enrolled, reside in metropolitan centers across the United States. The Navajo
Nation population is relatively young with a median age of 22.5 years.

The Navajo Nation government is composed of three branches — executive, legislative
and judicial — and is centrally headquartered in Window Rock, Arizona. It is comprised of an
elected Tribal president, vice-president and 88 council delegates representing 110 local units of
government (known as Chapters) throughout the Navajo Nation. Council delegates meet a
minimum of four times a year as a full body in Window Rock. The 110 Chapters are the local
form of government and each chapter elects a chairman, vice chairman, secretary/treasurer, and
other officials. Community meetings are held in the Chapter houses.

For decades, the Navajo Nation government has been supported by revenue from natural
mineral resources. However, realizing that natural resources will not last forever, other
alternatives to pay for services for Tribal members are being explored. In addition, in 1984 the

35 Information in this section was obtained at http://www.nnwo.org/nnprofile.htm, accessed June 19,.2003, unless
otherwise noted.
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Navajo Nation Council established a Permanent Trust Fund, into which 12 percent of all
revenues received each year are deposited. Under Navajo law, however, the trust fund cannot be
used until the year 2004.%

Despite its revenue from natural resources, according to the 2000/2001 Comprehensive
Economic Development Strategy report from the Navajo Nation Division of Economic
Development, 56.1 percent of Navajo people live below the poverty level, the per capita income
is $6,217, and the unemployment rate is 43.7 percent. The Navajo Nation is challenged daily by
the tasks associated with attracting businesses to a business environment that has little or no
infrastructure. On a regular basis, businesses explore the possibility of locating to the Navajo
Nation before realizing the obstacles of inadequate paved roads and lack of electricity, water,
telecommunication, and police and fire protection services. According to the Navajo Department
of Transportation, 78 percent of the Reservation’s approximately 9,286 miles of public roads are
dirt or graveled. According to the Census 2000 report from the Division of Economic
Development, Navajo Nation, of the 68,744 housing units on the Navajo Nation, 15,279 homes,
or 31.9 percent, lack complete plumbing; 13,447 homes, or 28.1 percent, lack a complete kitchen
facility; and 28,740 homes, or 60.1 percent, lack telephone service.

Description of Tucson Area Tribes

The THS in Tucson works with the Tohono O’odham Nation (formerly known as the
Papago), and the Pascua Yaqui Tribe of Arizona. As of December 2000, the population was
reported at nearly 24,000 people.’” The Tohono O'odham Nation consists of four smaller Papago
Indian Reservations. The Tohono O’odham Reservation stretches 90 miles across the Sonoran
desert along the southern boundary of Arizona, extending into northern Mexico. To the north of
Tohono O’odham is the smaller Gila Bend Reservation, to the east is San Xavier Reservation
(just south of the city of Tucson), and east of the Gila Bend Reservation is the much smaller (20
acre) Florence Village. The location of the Tohono O’odham Nation allows easy access from
Tucson and many other southern Arizona destinations. Sells, Arizona, is the Nation’s capital.
This a}rgea has been the ancestral homeland of the Tohono O’odham Nation for more than 2,000
years.

The Tohono O’odham Nation is comparable in size to the State of Connecticut. Its four
non-contiguous segments total more than 2.8 million acres. Within its land, the Nation has
established an industrial park near Tucson and operates three casinos.”

The Tohono O’odham Tribal members have one of the highest occurrences of Type II
diabetes in the world. Diabetes prevention projects are in place in the schools and community as
a collaborative effort of IHS and the Tohono O’odham Health Department. The programs,
including several rural field units, are geared toward educating Tribal members in methods of
coping with and preventing the disease.*’

3 http://www.sos.State.nm.us/BLUEBOOK /navajo.htm, accessed June 19, 2003.

37 http://www.itcaonline.com/Tribes/tohono.htm, accessed June 21, 2003.

3 http://www.noao.edu/outreach/kptour/kpno_tohono.html, accessed June 21, 2003.

39 http://www.itcaonline.com/Tribes/tohono.htm, accessed June 21, 2003.

0 http://www.ihs.gov/FacilitiesServices/AreaOffices/Tucson/tucsonsu-facilities.asp, accessed June 18, 2003.
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Not Federally Recognized until 1994, the Pascua Yaqui Indians have faced a long battle
for the benefits of Tribal status. The Tribe is descended from ancient Uto-Aztecan people.*’ The
Pascua Yaqui originally inhabited the length of the Rio Yaqui River in southern Sonora, Mexico.
They formed concentrated settlements, or rancherias, and practiced farming and hunting. After
the Mexican War of Independence from Spain in 1821, the Yaqui resisted the Mexican
government and gradually began to migrate north into Arizona. By 1919, only three original
Yaqui rancherias remained. The best known Arizona Yaqui village is Old Pascua in the heart of
what is now the City of Tucson. With Tribal recognition and acquisition of Reservation land just
west of the San Xavier District in 1978, the village of New Pascua was built and remains the seat
of Yaqui Tribal government.*> The Pascua Yaqui Indian Reservation, consisting of 892 acres, is
located 15 miles southwest of Tucson.

An estimated 3,058 people lived on the Reservation in 1999. The estimated
unemployment rate in that year was 23.8 percent. The Tribal government is the largest employer
on the Reservation. The Tribe operates a landscape nursery business and manufactures adobe
blocks.*” The Tribe also opened a 9,000 square foot bingo hall in 1992, which was expanded in
1994 to include a casino. The Casino of the Sun opened in 1994 and The Casino Del Sol opened
in 2001. All gaming facilities are located southwest of Tucson.**

Description of Arizona Urban Areas

Tucson Indian Center

The Tucson Indian Center primarily serves the urban AI/AN population of Pima County,
Arizona. Tucson is ranked eighth in the United States in terms of urban AI/AN population.
According to the 2000 U.S. Census, 15,358 persons who identify themselves as AI/AN alone or
in combination with another race/ethnicity live in Tucson.*

The Tucson Indian Center provides a number of services including job training for clients
eligible for Job Training and Partnership Act (JTPA) funds, employment and vocational
counseling and referrals, emergency assistance with payment of bills and provision of food, and
referrals to other resources. The Center also provides counseling, prevention, and early
intervention activities for youth and adults at risk of drug and gang involvement. The Center
recently became the IHS Urban Indian Health Center contractor for AI/ANs living in the Tucson
urban area, administering the ITHS contract for preventive services and case management and
referral services.*® Although at this time it does not provide clinical services, interviewees noted
that the Center is seeking funds to provide more direct health care services. Additionally,
although Center staff said they do not currently have a public benefits outreach program, it has
discussed developing one to fold into their existing community-based education activities.

* http://www.carizona.com/nativeland/yaqui.html, accessed June 22, 2003.

*2 http://www.ihs.gov/FacilitiesServices/AreaOffices/Tucson/tucsonsu-pascua-yaqui.asp, accessed June 22, 2003.

* http://www.commerce.State.az.us/pdf/commasst/comm/pas-yaq.pdf, accessed June 22, 2003.

* http://www.itcaonline.com/Tribes/pascua.htm, accessed June 22, 2003.

* Forquera, R. Urban Indian Health. Prepared by The Seattle Indian Health Board for The Henry J. Kaiser Family
Foundation, November 2001.

* http://www.uihi.org/uihp/Tucson/area_demo.asp, accessed Mayu 19, 2003.
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Phoenix Indian Medical Center?’

The Phoenix Area Indian Health Service (PAIHS) Office in Phoenix, Arizona, oversees
the delivery of health care to approximately 140,000 Native American users in the tri-State area
of Arizona, Nevada and Utah. Located primarily to the northeast and south of Phoenix are the
communities and Reservations of the Mojave-Apache, Pima-Maricopa, Yavapai-Apache, Tonto
Apache, and the Yavapai-Prescott Tribes served by the Phoenix Service Unit of the PAIHS.
Much more urbanized than in other Service Units, each of these Tribes is autonomous and
publishes its own community newspaper. The Phoenix Indian Medical Center (PIMC), located in
the Phoenix Unit, is the largest of the nine PAIHS hospitals in the Phoenix area. Patients are
referred here for specialized care not available at Reservation hospitals. PIMC is a JCAHO-
accredited 163-bed hospital that employs nearly 600 people to provide its comprehensive range
of specialty services.

In addition, PIMC provides inpatient and outpatient care through Contract Health
Services to AI/ANs in the more remote sections of the Phoenix Service Unit. The PIMC
professional staff also travels throughout the States in the PAIHS, providing consultation and
guidance to other IHS hospitals and health centers. The Medical Center offers residency
programs in surgery and OB-GYN, as well as various student-training programs. An entire floor
of PIMC is devoted to research conducted by the National Institutes of Health on selected
diseases of high prevalence among southwestern Tribes.

The Inter Tribal Council of Arizona (ITCA)

The ITCA was established in 1952 to provide a united voice for Tribal governments
located in Arizona and to address common issues and concerns. In 1975, the council established
a private, non-profit corporation to promote Indian self-reliance through public policy
development. Tribal chairpersons, presidents, and governors represent the 20 member Tribes of
ITCA. A Board of Directors governs ITCA and a staff of 50 and other consultants, overseen by
an Executive Director, carries out its work. ITCA operates more than 20 projects to provide on-
going technical assistance and training to Tribal governments in program planning and
development, research and data collection, resource development, management and evaluation.
The staff of ITCA also organizes and conducts seminars, workshops, conferences and public
hearings to facilitate participation of Tribal leaders in the formulation of public policy.

The ITCA initiatives include environmental and natural resources program, health
programs, and human services programs. Health programs provided through ITCA include the
Community Tobacco Education and Prevention Project; Tribal Health Steering Committee for
the Phoenix Area IHS; the Regional STD/HIV/AIDS Prevention Project; Nutrition Services for
Diabetes Program; Childhood Obesity Prevention Program; WIC Program; American Indian
Research Center for Health; Dental Support Center; and the Regional Tribal Epidemiological
Center established in cooperation with the THS.** The ITCA is also a Phoenix Area Agency on
Aging (AAA) grantee, with funding for AAA projects funded through the Federal
Administration on Aging, CMS, and the IHS. The ITCA AAA subcontracts with Tribal

*7 http://www.ihs.gov/FacilitiesServices/AreaOffices/Phoenix/PxPxSU.asp, accessed May 19, 2003.
*® http://www.itcaonline.com/mission.html, accessed 5/19/03.
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governments to provide the following services across the State: adult daycare, benefits outreach,
case management, congregate meals, home adaptation and renovation, home delivered meals,
home health and personal care, information and referral, long term care advocacy for those off
Reservation, ombudsman services, outreach, respite care services, transportation services,
socialization and recreation, training and technical assistance for home and community-based
services.

FINDINGS: ARIZONA MEDICAID AND OTHER STATEWIDE AGENCIES
Arizona Health Care Cost Containment System (AHCCCS)
Overview

Following the site visit, we conducted a telephone interview with the Native American
Coordinator for the AHCCCS/KidsCare programs. She has occupied the position for five years
under the Office of Policy, which is responsible for inter-governmental relations. The Office of
Policy staff works mainly with Tribal councils, but staff also works at the community level with
clinics and providers. The staff’s responsibilities include training IHS and Tribal health
personnel about basic eligibility requirements for AHCCCS and other information regarding
application and access to services. According to the Native American Coordinator, the State has
funded out-stationed Department of Economic Security (DES) eligibility workers in almost all
hospitals in the State (IHS, Tribal, and non-AI/AN hospitals).

Current Enrollment and Barriers to Enrollment in Medicaid and SCHIP

Barriers to Initial Enrollment

According to the Native American Coordinator, AI/AN enrollment in AHCCCS is not a
serious problem Statewide, characterizing it as more of a “moderate” problem. She believes the
primary barriers are consumer lack of understanding about 1) the benefits of the different
programs, 2) how Medicare, AHCCCS, and KidsCare services coordinate with IHS/Tribal health
services, and 3) available options for program recipients to receive care from IHS/Tribal health
facilities. The overriding barrier is that many AI/ANs are unaware of how to use health insurance
or access health services outside of IHS/Tribal health care systems because they do not receive
enough information about these issues.

Additionally, the Native American Coordinator said that AI/AN under-enrollment in
KidsCare is a larger problem than for AHCCCS programs because many Tribal members do not
understand the eligibility requirements or benefits of the KidsCare, so they “default” to the THS
or Tribal system with which they are familiar. For example, she noted that many Tribal members
have always obtained outpatient prescription drugs from IHS. Now that Tribal members are
increasingly required to go outside of that system to obtain their prescriptions — particularly for
newer drugs that the IHS may not provide — they do not know where to go or how to pay for the
drugs. Another example is that some AI/ANs carry a KidsCare or AHCCCS insurance card, but
do not know what it is for (e.g., Arizona pays out-of-State providers, but an AI/AN consumer
that the Native American Coordinator spoke with did not know that she was supposed to present
her Arizona Medicaid card to a Utah Medicaid provider). Some do not show their Medicaid card
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for fear they will be turned away from an in- or out-of-State provider who does not accept
Medicaid.

Other barriers the Native American Coordinator discussed include:

e AI/AN lack of awareness that they can use IHS as their primary care provider under the
AHCCCS managed care program;

e Some AI/ANs (e.g., non-pregnant adults) are not exempt from Medicaid cost-sharing for
non-IHS/Tribal providers with some services requiring a $1 co-payment;

o Lack of transportation to DES offices to enroll despite DES eligibility offices being
located on the larger Arizona Reservations (e.g., there are several DES offices on the
Navajo Reservation).

The Native American Coordinator does not believe that posters are a good strategy for
reaching AI/ANs, who generally require in-person outreach. She said, for example, that
KidsCare outreach has been slow among AI/ANs because the State no longer has resources to do
one-to-one outreach. The State used to fund “outreach contractors,” which she believes made
some inroads into increasing AHCCCS and KidsCare enrollment among AI/ANs. These
positions are no longer funded because of State budget shortfalls.

Barriers to Maintaining Enrollment

The Native American Coordinator believes that annual redetermination is a greater
problem with the KidsCare program than AHCCCS. She said that most people who receive
AHCCCS also receive food stamps and State cash assistance, which they apply for
simultaneously in person. In contrast, KidsCare is a “stand-alone” program for most recipients
with redetermination accomplished primarily through the mail. Some AI/ANs, however, do not
pay attention to their renewal notice. She said that Patient Benefit Coordinators (PBCs) at several
IHS and Tribal facilities have started to inform patients to bring their redetermination package to
PBCs for assistance. Besides this solution, however, the Native American Coordinator stated that
she is “lost for ideas on how to better address this problem.”

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

Until a couple of years ago, the Native American Coordinator said that AI/AN under-
enrollment in the Medicare Savings Programs was a serious problem but would characterize it as
a moderate problem currently. She mainly attributes the turn-around to ITCA’s AAA program’s
success in conducting public assistance outreach to AI/AN Tribes in Arizona through a Federal
grant. She could not think of any reasons AI/ANs would not want to enroll in the Medicare
Savings Programs.

The Native American Coordinator estimated that a “sizeable number” of AI/ANs in
Arizona do not qualify for Medicare Part A due to insufficient work history, as well as there
being many AI/AN widows who do not realize they are eligible under their spouse’s work
history. Additionally, she said there are a relatively small number of former Bureau of Indian
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Affairs employees (mainly men) whose income was not reported to the Social Security
Administration and, therefore, do not appear to have met the work requirements for
automatically receiving Medicare Part A benefits.

Strategies to Increase Enrollment in Medicaid and SCHIP

The Native American Coordinator reported that she does some application assistance and
training for community- and Tribally-based organizations, but that recent cutbacks in the State’s
budget limits training to requests only, when resources are available. Prior to budget cutbacks,
AHCCCS had an on-site regular training schedule and provided outreach grants that included
training. Currently, IHS organizes annual training conferences in Arizona that AHCCCS staff
attends (e.g., at annual IHS Patient Registration Conferences, Billing Conferences). Additionally,
the interviewee regularly attends the AAA Elder Conference to share program information.

The Native American Coordinator suggested several strategies to increase AI/AN
enrollment in AHCCCS and KidsCare:

e Improve consumer education about KidsCare program benefits and how AI/ANs
would benefit from enrollment. She believes consumer education is best done through
community education efforts with money provided directly to Tribes for this purpose.
Successful community education efforts also require that Tribal leaders “buy-in” to the
program and conduct any promotion directly.

e One-to-one consumer education and assistance, and additional IHS funding or funding
from third-party revenues for additional PBC hires. The Native American Coordinator
suggested that PBCs are in the best position to provide one-to-one consumer education
and assistance (which the Coordinator believes is the best strategy for increasing AI/AN
enrollment), as they are generally very knowledgeable about AHCCCS and KidsCare
programs. Additionally, she believes that most PBCs have established local DES contacts
from which they can obtain information and assistance. She said most PBCs already
provide application assistance.

e Use Community Health Representatives (CHRs) to conduct outreach. The
Coordinator believes that most CHRs are in a good position to educate consumers and
provide one-to-one application assistance because they are often invited into people’s
homes. However, she cautioned that CHRs are often already inundated with work. She
suggested they could be a good resource if the program could be expanded to include
increased funding for more CHRs who could be reimbursed for application assistance and
outreach. At present, AHCCCS can only reimburse them for providing transportation
assistance to help AHCCCS or KidsCare recipients access program services.

e Provide additional program training for PBCs, CHRs, and other health and social services
providers.

o Provide direct funds to ITCA to become a clearinghouse for program information.
The Coordinator believes this would be a good strategy for providing PBCs with needed
information easily and quickly. She suggested that information provided through a
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website would be helpful, but because many PBCs and others do not have access to the
Internet, other information access modes would also be necessary.

Other Issues

The Native American Coordinator noted that HIPAA will require IHS and Tribal
facilities to transition to detailed billing systems. The AHCCCS claims office is currently
updating its AI/AN health claims manual to reflect this change.

Navajo Nation State Health Insurance Assistance Program (SHIP)
Overview

Arizona’s Region 7 Agency on Aging (AAA) is divided into five agencies that provide
direct services to elders, as well as information and referral, finance, law, care management,
home care, senior housing, health care, and social services counseling services. The AAA also
provides Medicare insurance counseling through the State Health Insurance and Assistance
Program (SHIP). Under a Tri-State Agreement with Arizona, New Mexico, and Utah, the Navajo
Nation AAA provides these services to Navajo Nation elders within all areas of the Navajo
Reservation. The Navajo Nation SHIP is not funded directly through CMS SHIP funds; it
receives funding from the Arizona and New Mexico SHIPs but none yet from the Utah SHIP.

Subsequent to our site visit, the site visit team conducted a telephone interview with the
director of the Navajo Nation SHIP. He said he believes that their SHIP works very well with the
New Mexico and Arizona SHIP offices, but is just starting to work with the Utah SHIP.

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

The interviewee estimated that most eligible Navajo Nation elders are enrolled in Part A
but generally do not understand how the program works. He also said that most Navajo Nation
AI/AN elders do not pay the Medicare Part B premium because they cannot afford it and because
they do not understand why they might need this coverage. Similar to the AHCCCS Native
American Coordinator, the SHIP interviewee noted that many elders do not understand how the
Medicare and Medicaid programs interact with the IHS/Tribal health system. They generally do
not understand how to use any non-IHS or health insurance/health care system. He said they are
“scared of it because they feel it’s too complicated,” and some have been told “their (Medicare
or Medicaid) card is no good.” Because of their lack of understanding, they often believe that the
services they need are not covered and can be easily intimidated by the “wrong words.”

In attempting to educate AI/ANs about the Medicare Savings Programs, the interviewee
said Navajo Nation SHIP staff have found that some elders, although aware of the programs,
“stubbornly refuse to apply” because they believe the Federal government has a trust
responsibility to provide them with health care without their having to apply for it. Additionally,
he said the application is difficult for many elders and that DES offices sometimes do not even
understand the Medicare Savings Programs and cannot relay the benefits and application
requirements correctly to potential eligibles. He knows that PBCs at some IHS facilities will
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send Medicare Savings Programs applications home with clients but do not have the time to
provide application assistance so the applications are not completed.

The SHIP interviewee also emphasized that the difficulty of translating English terms
into Navajo (e.g., there is no Navajo word for Medicare) can be a serious obstacle to application.
Additionally, he said that Medicaid is very confusing to Navajo Nation elders due to differences
in programs among the three States (e.g., he said that New Mexico Medicaid does not pay for
services in Arizona or Utah).

The SHIP interviewee, however, believes that “baby boomers” retiring in two to five
years will be much more aware of the Medicare programs and benefits and need for the coverage
due to current educational efforts for consumers, providers, and State and community
organizations. In the past, there were fewer educational activities and current elders have little
understanding of the programs. For instance, the Navajo Nation SHIP educational component
has only existed for five years. Additionally, the Navajo Nation SHIP has received additional
outreach funds from the Arizona and New Mexico SHIP programs in the last couple of years
through legislative lobbying.

Strategies to Increase Enrollment in Medicare and the Medicare Savings Programs

The Navajo Nation SHIP conducts door-to-door public benefits program outreach and
often does outreach at Navajo Chapter Houses, Senior Centers, or in conjunction with local
Social Security representatives conducting their own outreach on the Navajo Reservation. The
SHIP has also partnered with AARP to conduct program outreach.

SHIP program staff advertises availability of program training through flyers and
contacts at IHS and Tribal facilities but “leaves it up to PBCs” to request training. The
interviewee said the SHIP generally conducts program training once a year.

The SHIP interviewee provided several suggestions for increasing Navajo enrollment in
the Medicare and Medicare Savings Programs:

e Educate and train all levels of health care providers on program details. This would
enable health care providers to relay accurate program details to patients (e.g., they
should be able to tell elderly patients that Medicare “doesn’t cover prescription drugs but
it does cover some health services, such as XX, that you need.”) The SHIP interviewee
has found that a convincing message is to inform elderly AI/ANs that Medicare will pay
for a large amount of the care provided during a two-to-three-day non-IHS hospital stay.

e Promote community awareness and education about the benefits of the programs.
One idea the SHIP interviewee suggested is to place Navajo-language educational videos
in IHS facility waiting rooms and perhaps even in non-IHS facilities that AI/ANs use
(e.g., he said many go to Flagstaff and Gallup private hospitals although they cannot pay
their bills). Because a majority of elderly AI/ANs uses IHS facilities, it would be best to
use this system for education and outreach. Senior Centers would also be a good focal
point for video distribution. He noted that print materials in Navajo language would not
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be very useful because many elderly AI/ANs are illiterate in English and Navajo. Face-
to-face or visual materials would likely be much more effective.

e Train IHS hospital volunteers to educate patients about the programs. The SHIP
interviewee noted that a lot of old and young AI/ANs volunteer at IHS hospitals and
might be used to supplement PBC patient education efforts. A small stipend to reimburse
them for transportation or other small expenses would help support such a program. He
emphasized that many of these volunteers are known to patients and have already earned
their trust, which is important to effective AI/AN outreach.

Inter Tribal Council of Arizona
Overview

The site visit team interviewed Inter Tribal Council of Arizona (ITCA) staff that included
the Director of Public Benefits Outreach, the Aging Programs Specialist, the Project Specialist
for the National Family Caregivers Program, and the Director for Arizona’s Region 8 Area
Agency on Aging (AAA). Because of the make-up of the group, the discussion focused on
AI/AN elder issues and programs.

ITCA interviewees first noted that although ITCA headquarters are in Tucson, the ITCA
represents and conducts outreach with Arizona Tribes but not with AI/ANs residing in Arizona’s
urban areas. Through its Public Benefits Outreach projects, the ITCA provides Medicare and
other public benefits training for Tribal staff, runs booths at public events that Tribal members
are likely to attend, and places volunteers on Reservations throughout Arizona for outreach and
technical assistance. ITCA staff provides a large variety of services to Arizona Tribes as
described previously in the report. Specific duties described during the interviews include
oversight of the Title VI and Title III grants, the provision of technical assistance to Tribes, and
Tribal updates concerning legislation on aging issues. The ITCA’s National Family Caregivers
Support program also oversees home and community-based services and grants, provides
frequent training on these services to professionals, and helps providers enroll in AHCCCS so
they can bill Medicaid for providing home and community-based services under the program.
Additionally, the director of the AAA programs and SHIP coordinator works with Arizona
member Tribes and the Navajo Nation AAA to advocate for AI/AN elders’ issues, develop
outreach projects, administer AAA-funded programs, develop and implement Medicare training
programs for Tribal elders, and oversee SHIP volunteers and training. He also participates in the
new State-sponsored coalition, “End of Life Issues,” designed to educate professionals and
families about cultural end-of-life issues and financial planning and services.

The ITCA directs the Public Benefits Outreach (PBO) project funded by the IHS, CMS,
and Arizona’s DES Aging and Adult Administration. The project helps Tribal elders, people
with disabilities, and their families learn about Social Security, Medicare, Arizona Long Term
Care, and other benefits to which they might be entitled. It educates the community and family
on assisting elders and people with disabilities on answering benefits question and assists with
the appeal process if claims are denied. ITCA developed the project based on input from
meetings with elders and Tribal program staff. The PBO project recruited coordinators from the
ITCA’s member Tribes and provides benefit training for the coordinators, who in turn provide
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benefit counseling to AAA clients. The PBO Project also conducts “door to door” outreach on
Tribal lands to enroll homebound clients in benefits programs and holds presentations on
Reservations to provide consumer information on Medicare and other public benefit programs.

The ITCA also noted that it participates in several working groups that include IHS and
CMS staff whose purpose it is to improve outreach programs in Tribal areas across Arizona. The
ITCA believes it has a very good working relationship with the Arizona AHCCCS office,
particularly with its Native American Coordinator. ITCA interviewees noted that the Native
American Coordinator attends all of the ITCA training sessions when asked to participate. They
further said that she is very cooperative, has a good relationship with Tribes, and “everybody
likes her.”

Current Enrollment and Barriers to Enrollment in Medicare and the Medicare Savings Programs

ITCA interviewees said they believe that most eligible Arizona Tribal members are
enrolled in Medicare Part A although some do not realize they have this coverage. This is often
because a person does not read his/her mail. When ITCA encounters such cases, they tell the
person to ask his/her local senior center or Tribal health director to read all “official looking”
mail. Another barrier discussed included a significant lack of computer systems and technology
in Tribes to bill third parties. They said only four of their member Tribes currently have
computer access.

ITCA interviewees believe under-enrollment of Arizona Tribal members in the Medicare
Savings Programs is a substantial problem for the following reasons:

e The primary reason is that many AI/ANs cannot complete the application forms without
in-person assistance. ITCA directly and in cooperation with AARP volunteers helps
Tribal members complete forms in-person on Arizona Reservations. However,
interviewees said that often persons cannot find or obtain the documentation needed.
(ITCA provides elders with folders, asks them to “throw all their official looking mail in
it,” and then bring the folder to a local Senior Center for assistance). Some do not even
have a Social Security number, an official marriage certificate (if they had a “Tribal
marriage” for instance), a birth certificate, or other required documentation.

e Another barrier is that some Tribal members are not U.S. citizens, particularly from
Mexican border Tribes, such as the Tohono O’odham and Pascua Yaqui.

e There tends to be “lots of phone run-around between SSA, CMS, and Medicaid offices”
when individuals or advocates on their behalf are trying to get detailed program
information. Because of acute and persistent transportation problems, interviewees
stressed that it is extremely important that the system work well. Some Tribes have
transportation programs, but the assistance may not be well coordinated.

e AI/AN elders may be reluctant to use a toll-free telephone helpline system, preferring
face-to-face contact instead.
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e The ITCA can provide limited legal assistance to start an appeal process for program
denials but then the person requires a referral. Although some Tribes offer legal services,
it is neither easy nor inexpensive for AI/ANs to obtain legal representation.

e A lack of programs for short-term childcare that allow AI/ANs to access enrollment sites
and health services creates some barriers to third-party program and use. (ITCA is
looking into providing some type of support system, particularly for grandparents raising
grandchildren, which is a very common situation in many AI/AN communities.)

ITCA interviewees do not perceive Medicare Savings Programs redetermination to be a
large problem. ITCA staff work with Tribal contacts and volunteers to keep track of and assist
elders with redetermination. The only barrier they commented on is that some Tribal members
receive periodic gaming revenues, causing them to cycle in and out of Medicaid eligibility.

Strategies to Increase Enrollment in Medicare

ITCA staff said they regularly conduct Tribal training and presentations on the Medicare
program targeted toward SHIP and ITCA volunteers, elders, and intermediaries (such as health
facility staff, Title VI staff, social workers, etc.). They try to coordinate training with other
AI/AN elder activities and meetings that may already be planned across the State. ITCA is in the
process of creating videos for Tribes about the Medicare program in both English and some
Tribal languages (e.g., Hopi and Tohono O’odham languages). ITCA staff attend CMS’s “Train-
the-Trainer” program each year and use much of the materials obtained from the program in
developing their own training materials. However, ITCA staff also said they develop some of
their own materials, including a flyer provided to Tribal members in their homes. ITCA invites
CMS, SSA, Federal and State disability program staff and “other CMS partners” to present
information at the ITCA training sessions. They said much of their training focuses on raising
awareness of available public benefits programs for elders and disabled persons. ITCA also
provides Tribal CHRs with brochures and flyers to give to clients.

ITCA interviewees said they are aware that the State provides some funding assistance
for outreach, particularly through home and community-based services programs; that the
AHCCCS Native American Coordinator provides training and materials; and that Arizona’s
SHIP also provides Medicare program training and application assistance. In addition to these
strategies, and their own outreach activities, ITCA interviewees suggested that the following
would help to increase enrollment in the Medicare and Medicare Savings programs among
AI/AN elders:

e Provide training and technical assistance for Tribal use of computers for third-
party billing purposes and Internet access. This would enable more Tribal members to
use such programs as The National Council on the Aging’s (NCOA) “Benefits Check-
Up” website. The ITCA is currently working in partnership with the NCOA to revise
Benefits Check-Up contact information to include local community contacts that can
provide in-person or local telephone assistance. When completed, website visitors will
not have to contact several agencies in several cities to locate assistance.

I11-23



e Expedite reimbursement processes through development of computer and/or
Internet services. Interviewees said this would provide incentives for Tribal and THS
facilities to encourage third-party program enrollment. The ITCA is working with Tribes
to develop these processes and currently much of the third-party Tribal billing goes
though ITCA. The ITCA has bought computers for Tribes but does not have enough staff
or funding to train Tribes on how to use them. Additional funds for technical assistance
would help. They noted that there is a particular lack of knowledge concerning computer
and Internet use among rural, isolated Tribes because of their po